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7
PROCEEDI NGS (9:10 a.m)
MR. CURIE: Good norning, everyone. |'d like to
wel conme all of you to this nmeeting of the SAMHSA Nati onal
Advi sory Council and actually call the nmeeting to order. It's
good to see all of you again. |In particular, there's a couple
of folks I want to welcone this norning that are new to us
t hi s norning.
First 1'd like to welcone Joel Slack. This is
his first meeting. You may recall he was on deck for the |ast
nmeeting but he decided, since his wife was having a baby, that
was nore of a priority than the National Council, and | think

we agree.

Agai n, we want to extend our congratulations to

you, Joel

Joel does have pictures.

(Laughter.)

MR. CURIE: But |I'mjust so pleased Joel accepted
the invitation to be part of this advisory council. |1've

known Joel for many years, and he's just one of the nost
capabl e spokespersons | know when it cones to hel pi ng people
understand nmental ill ness.

So thank you, Joel, for com ng aboard.

| also want to wel come Dean Messel hei ser.

Wel conme. Dean comes to us to represent the Departnment of
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Def ense, and we appreciate you being here today and wel cone
your participation with the National Council. Anything you'd
li ke to share?

COL. MESSELHEI SER: No, thank you.

MR. CURIE: Okay. Thank you.

Also, I'"'msorry to report that Thomas Lewi s, who
was with us last tinme, could not be with us because of a
serious personal illness. Again, we'll be staying in touch
with Thomas and keeping himin our thoughts and our prayers.

| want to start today by saying that | think the
stars are sonmewhat aligning for SAMHSA in very positive ways.
You represent a new Advisory Council. W have an
unprecedent ed support from Secretary Tonmy Thonpson and our
Presi dent, and we have a new executive | eadership team at
SAMHSA.

Since we |ast net, Kathryn Power has joined
SAMHSA as the new Director of the Center for Mental Health
Services. Kathryn came to us from Rhode |Island. She was
director of nental health and drug and al cohol for the State
of Rhode |Island. Those who have been in the field for nmany
years know that Kathryn has been a strong |eader in the field,
under st ands public policy as well as managenent, and is a
trenmendous addition, already has hit the ground running. |

think Ted Searle, who is representing CVHS today, is the
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Deputy Director, would testify to the fact that she has
clearly hit the ground running, and I want to welconme you here
today, Ted, for being here on her behal f.

Al so, James Stone has joined ny i medi ate office
as Deputy Admi nistrator. Jimwas comm ssioner of nental
health in New York, again understands the issues inside-out.
In fact, he was appoi nted comm ssi oner of mental health in New
York and started the exact same day | started in Pennsylvani a.
So Jimand | have been col |l eagues for many years. But Jim
com ng aboard as chi ef operating officer, again he's in the
fray, sleeves rolled up and on top of the agenda.

Kat hryn, the reason she could not be with us, |
think I mentioned, is because of reserve duty in the mlitary,
but she will be here for our next neeting.

In addition to Ted, who is representing CVHS, 1'd

also like to welcone Beverly Watts Davis, who you net | ast

time, still a relatively new person for SAVHSA, the Director
for Substance Abuse Prevention. | believe Westley is not here
yet. He'll be joining us later. Dr. Westley Clark, our

Director for the Center for Substance Abuse Treatnent.

Now I would like to introduce nmy good friend and
| ongtinme fornmer colleague who also is a state, or is a state
-- | was a state director, state director of nmental health in

Woni ng. M co-chair and esteened col | eague, Pabl o Her nandez.
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Pabl 0?

DR. HERNANDEZ: Thank you.

Wel come, each and every one of you. | have a
coupl e of announcenents to make that have not been nentioned
before. Two nenmbers of our Council will not be able to be
here today. Jane Maxwell has conflicting scheduling. She may
cone in and out. Let's see what happens. But Dr. Mary Burns
will not be able to be with us at all. | just wanted to |et
you know t hat.

But | would like to take this opportunity for
Joel. The last time, we got to know each other a little bit.

Can we get to know you a little bit? Wuld you m nd?

MR. SLACK: Well, | suppose. You caught me off
guard.

My nane is Joel Slack and I currently live in
Mont gomery, Al abama. Up until about six nmonths ago, five
nont hs ago, | sort of needed to represent myself as a consuner

advocate. O course, now | represent myself as a father, a
very proud father of Anna |sabella.

| was introduced into the nental health field as
a patient. | spent two and a half years in psychiatric
hospitals after attending a university on a basketball
schol arshi p, and spent four years dependi ng on comrunity

ment al health services.
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| was able to go back to college and earn a
degree in international econom cs and business psychol ogy. |
had all the abnormal psychology |I wanted up to that point.

(Laughter.)

MR. SLACK: So | studied business psychology. A
few years | ater, after working in the corporate world, I
decided that | felt like |I had abandoned those who |I had
experienced nental illness with, and so | becane an advocate.

| think my first experience as an advocate was
starting the Ofice of Consumer Relations, which is having
state nmental health agenci es enploy consuners in senior
managenent positions, giving thema nore powerful platform and
opportunity to guide the system |'ve been involved in the
CVHS Nati onal Advisory Council. Currently | do a |ot of
international work, in particular with devel oping countries.
| guess what | do the nost is about six or seven years ago |
started presenting a sem nar called the Respect Sem nar. |
think this probably synmbolizes the thirst and the hunger out
in the field for a greater understanding for nental illness
and how to treat people with nental illness.

But in the |ast seven years, |'ve given that
senmi nar to about 80,000 people all over the world. It's ny
attenpt, as Bill Anthony from Boston University says, to nake

sense out of experiences that don't nmke any sense. So
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12
currently I do a lot of work in different states, training,
consultation on how to involve consuners, treat them nore
respectfully, and I'"mcurrently the director of Respect
I nternational, which is an organization | founded.

Thank you.

DR. HERNANDEZ: Thank you, M. Sl ack.

| think we did send to all the nmenbers an
invitation per our request to |look at what are the areas of
activities that you would li ke to consider as part of your
anbassadorshi p, and we appreciate very nmuch your responses.
We are going to be working on that later on. So in case you
have ot her desires to be anbassador of and areas of interest
that you did not put down on the first round, be thinking
about it so we can add it on to your charge and to the areas
that you would like to bring forth. So please, because that
will be an area that we will be discussing |ater on.

M. Chair, | will turn the podiumto you, sir.

MR. CURI E: Thank you, Pabl o.

Before | share the Administrator's Report, |
woul d like to take a moment to also welcome all those in the
audi ence this norning. | see many of the significant strong
| eaders in the drug and al cohol and nmental health field and
arena here today and appreciate your ongoing interest in

support of SAMHSA and its three centers and fulfilling our



© 00 N o o b~ w N P

N NN NN R R R R R R R R R R
A W N RBP O © 0O N O o M W N R O

13
m ssion. | look forward to many of you sharing remarks and
participating in the neeting today.

| also would like to ask that we do a quick round
around the table. W've already heard from Joel as the newest
menmber of the table, but beginning with Bert, have the nenbers
of the Advisory Council just introduce thenselves for the
record and anything you want to say about yourself.

Bert ?

DR. PEPPER: | just would express ny appreciation
for the opportunity to be here today, Charlie. Bert Pepper
from New YorKk.

MS5. RACICOT: |'m Theresa Raci cot of Montana, and
now of Virginia, and I'mvery honored to be here. Thanks to
M. Curie. | just hope to | end whatever | can. Thank you.

MS5. HUFF: Hi. |1'm Barbara Huff, and I'mthe
director of the Federation of Famlies for Children's Mental
Health in Alexandria, Virginia. | would also |like to say
t hank you to Charlie for the pleasure of serving on his
Council. | also just want to say for the general popul ation
of people that | represent famlies who have children in
adol escence with nental health problems or challenges. So
that's me. |'mfrom Kansas originally and have |ived here
about 10 years, and |'mexcited to have this experience.

Thank you.
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MR. CURI E: Thank you.

Kat hl een?

MS. SULLIVAN: My nane is Kathleen Sullivan, and
["'man Emmy Award-wi nning journalist. | started CNN, so
that's the first tinme I was known nationally, and | publicly
self-destructed. M father commtted suicide. Two nonths
later | was fired by CBS, and little did | know that nental
illness actually destroyed nmy famly for generations.

| was diagnosed with bipolar illness naybe three
years ago, mybe one and a half years ago, and little did I
know, when | decided to treat nmy illness, that | would be then
consi dered a pariah, but as long as | ignored it | would be
okay. So now | don't know if | would be an advocate, but
Charlie | guess has made nme one. |'ve been bicoastal, but now
" m publicly bipolar, and I amvery nuch an advocate and very
proud to be here. To all of you who are here, | can't thank
you for the roles that each one of you play. |If | can ever be

of public service to any of you in your organizations, please

know that | am here at your behest.
MS. DIETER. |'m Gwnneth Dieter. |'mfrom
Boul der, Colorado. |1'ma nental health advocate, | would say.

| have a fam |y nenmber who has a dual diagnosis, and | bring
my experience fromthe consuner side and nmy passion to extend

education to the public and to inprove access to care. It is
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a real privilege for me to be here today. Thank you.

DR. GALLANT: Good norning. Good norning,
Charlie.

My name is Lewis Gallant. [It's good to be on the
Council. 1'mthe executive director of the National
Associ ation of State Al cohol and Drug Abuse Directors. CQur
organi zation represents the interests of the AOD authorities
in the 50 states and territories, and we try to ensure that we
are able to provide an array of services that neet the needs
in prevention and treatnment for the citizens of those states.

We are very happy that we have a good, solid
relationship with SAMHSA, and in particular with our new --
wel I, not new Adm ni strator anynore.

MR. CURIE: [|'mpretty old.

DR. GALLANT: Yes, you've been around for a
while. But |I think, as | nmentioned last tinme, this is one of
the fewtinmes that -- |'ve been in the field for over 35
years, and |'ve been in the state/federal arena now for
probably a little over 12, and in those years this is the
first time that |'ve been at a federal agency that had a
| eader with vision. | was telling someone a couple of weeks
ago, it's nice to know that we have identified a few things
that we want to take a look at, try to resolve, and get

support and resources for, and I think that's the result of
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Charlie's vision as the Adm nistrator of SAMHSA.

| think that matrix really denonstrates how you
can really refine your efforts down to a few things you really
want to tackle and then go after them | think you wll
probably hear over the next couple of days how we have made
progress on all those innovations.

Last, 1'd like to thank President Bush in
particul ar for maki ng substance abuse a centerpiece of his
adm ni stration. | haven't seen this happen before in ny
professional lifetime. | think when | entered the field,
Presi dent Ni xon was the first one who really put noney on the
table to expand and recogni ze that substance abuse is a
national priority and is a national issue and is a federal
issue. He did deal with that. Now we have President Bush,
who has put $1.6 billion on the table, and we clearly have not
had that kind of infusion of new resources in a mghty |ong
time.

So with that | eadership, | ask that we
acknow edge that. |It's inportant that we acknow edge that,
because wit hout the support fromus in the field, many of the
things that he wants to do cannot be achieved. So | think as
a field we nust take this as an opportune nonent, because we
may not have this again, and do what we need to do to support

t he President's agenda as best we can and to help get the
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resources our field requires.

MS. HOLDER: Good norning. |'mvery happy to be
here. |'m Di ane Holder, and |I'm the president of Western
Psychiatric Institute and Clinic and the vice president for
behavi oral health services for the University of Pittsburgh
Medi cal Center in Pittsburgh, Pennsylvania. | amdelighted to
be able to be here as a Council nenber.

|"ve spent | think about the |last 10 years of ny
life trying to really figure out, along with many others, how
it is that you take what it is we know seens to hel p people
and try to get it into everyday practice. | think that if we
take this opportunity, and I think with SAVHSA taking the | ead
to inplenment the Presidential Conm ssion report, we are at an
unprecedented tinme in history. |If we can actually nove this
agenda and be hel pful in any way to do that, it will mean
recovery for so many people that otherw se won't have an
opportunity to live a neaningful life.

So | think that it's an honor to be here, it's a
privilege, and I think with the new | eadership at SAVHSA it's
going to make a difference.

MR. CURI E: Thank you, Di ane.

An i ndividual who you're going to hear from a
little |ater who has arrived and | nmentioned earlier, James

St one, the new Deputy Adm nistrator of SAWMHSA. | think |I was
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one of the happiest people in the world when Ji m wal ked
t hrough the door.

MR. STONE: The second happi est.

(Laughter.)

MR. CURIE: So welcome, Jim

MR. STONE: Thanks.

MR. CURIE: And Daryl Kade, who is our Executive
Director, and also our very able Director of Policy for SAVHSA
and inval uabl e nmenber of the executive | eadership team
You'll be hearing from Daryl as she facilitates the neeting at
poi nts throughout the process over the next two days.

Never before has SAVHSA been in the mddle of so
many mgj or initiatives, ranging from devel opi ng and
i mpl enmenting the President's Access to Recovery program which
Lewi s was nentioning as an exanple of the commtnent the
Presi dent has to addressi ng substance abuse and assuring that
t hose who are trapped in addiction have the opportunity for
treatment, recognizing that treatnment does work and that
recovery is real, to creating an action agenda around the
recommendati ons included in the final report of the
President's New Freedom Comm ssion on Mental Health. W' ve
scheduled tinme in the agenda to discuss in depth each of these
initiatives with you during this neeting.

However, to set the stage for these discussions,
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I want to enphasize and at the risk of being repetitious
rem nd you that at SAMHSA, we structure our work around a
vision of a life in the community for everyone. That life
i ncludes a job, an education, a hone, and is rich with
meani ngf ul personal rel ationships.

As many of you know, to help turn this vision
into a reality, we' ve defined our m ssion as building
resilience and facilitating recovery. Working together wll
ensure that anyone of any age who has or may one day devel op a
mental or substance abuse di sorder has the opportunity for
that rewarding life in the comunity.

Hearing many of you talk around this table, and
Di ane just finishing her remarks about a meaningful life,
fram ng recovery | think is critical. W've defined a
rewarding life not by what it m ght mean to the peopl e who
wor k at SAMHSA or professionals who work in the field, or only
in terns of alleviation of synptons, but we talk about it in
terns of how people talk about it who are nentally ill, people
who are addi cted, people who are in recovery.

People, in working to achieve recovery, again
they don't say that they need a primary care physician or a
psychiatrist or a case worker -- thank you, Kathleen -- to
foll ow them around. They don't say they need an addictions

counsel or, and | never have figured out why they don't say
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t hey need a social worker, but | accept it. But they do say
they need a job, they need nmeani ngful day to day activity
where they' re pursuing an education. They need a hone,
safety, a place to live, a place where they feel safe, a place
that reflects their identity as to who they are.

Many of you have heard many tinmes ny talking

about they need a date on the weekends, and that's a quote
from many fol ks. But again, meaningful relationships where
they're connected to famly and friends. The reason | think
that's critical to understand is not only does it help us
begin to align our resources around particular end results
that we're looking for, but I think it's a greater nessage to
the public at large that people with addictive disorders,
people with nental illness, children and youth with serious
enoti onal disturbances, or children and youth who are at risk
are people first, and that really the end goal they're | ooking
for in their lives are really the end goals we all |ook for.
They want a life, a real life with all its rewards.

To hel p guide our work and to hel p keep our

vision and m ssion real, |I'mpleased that Lewis nentioned the
matri x. | did hear you do have it now framed in your hone,
Lew s.

(Laughter.)
DR. GALLANT: And in ny office.
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MS. SULLIVAN: | have one as a placemat.

(Laughter.)

MR. CURIE: You have a placemat? Good, good.

We created the matrix of agency priorities and
principles to guide our program devel opnent, as well as our
resource allocation. Again, the matrix does denonstrate
SAVHSA' s direction. It's a visual depiction of our priorities
and principles.

| want to stress again that the matrix is a
flexible tool. | believe Charles Ray was the first one to use
the term The newrefined matrix that is going to be com ng
out will be known as the "Matrix Rel oaded."

(Laughter.)

MR. CURIE: You'll be seeing that in a couple of
weeks. In fact, any day now we'll be releasing that. It wll
i nclude sonme changes. |Instead of the New Freedom Initiative
and the Conmm ssion being nmentioned, that particular part of
that axis will be changed to Mental Health System
Transformation, transform ng the mental health system W'l
be tal king nore about that in place of the New Freedom
Initiative.

We'll also include the strategic prevention
framework as a major focus and activity around our substance

abuse prevention area and arena, as well as representing the
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nexus with nmental health in terns of strengthening a
prevention and early intervention agenda there. Also, we're
going to be again focused on substance abuse treatnent
capacity. That's not going to be changi ng because access to
recovery is what's going to be focused on there.

In terms of our cross-cutting principles, | think
you'l | be seeing a few changes there that we're going to be
focused on managi ng for outcomes, and you're going to be
seeing just a few nodifications along those lines. One of the
maj or nodi fications you'll be seeing is, now that we have a
new executive | eadership team and positions filled nore
permanently than we did before, sone reassignnents as to who
t he executive | eadership teamleads will be in those
particul ar areas as well.

Again, later today we'll discuss the New Freedom
Comm ssion on Mental Health final report and plans for
devel opi ng that action agenda. That final report called for
prof ound change and transformati on of the current system In
fact, it calls for new service delivery patterns and
incentives to ensure that every Anerican with or at risk for a
mental illness has easy access to the npbst current treatnents
and best support services, with special enphasis on providing
access to treatnment and support services for people in rura

areas and people who are mnorities.
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In particular, recomendati ons were made to
I nprove access to quality care, to use health care technol ogy
and telehealth to i nprove access and coordi nati on of nental
health care, and to devel op and i nplenment integrated
el ectronic health records and a personal health information
system That's critical not only froma standpoint of quality
managenent, not only from a standpoint of access to care and
access to the best information, not only to assure access to
remote areas in this country, but it's also critical because
it represents one of those things that's part of overal
health care transformati on and the health care agenda that the
Secretary has overall.

You'll see reflected in this report how the
Ment al Heal th Conm ssion report is very much aligned with and
part of health care transformation in this country. In fact,
in many ways we have the opportunity to lead in certain areas
because of, | think, how clearly the report depicted many of
the issues.

I n addition, the report calls for the
i npl enentati on of a national strategy for suicide prevention,
as well as a national canpaign for reducing the stigm of
seeki ng care. SAMHSA has been charged with conducting a
t hor ough revi ew and assessnent of the report, with the goal of

i mpl enenting appropriate steps to strengthen our nmental health
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system

We're | ooking at not only an action agenda for
the federal agencies -- and again, what will be involved is a
cross-cutting agenda devel oped with the fellow federal
agenci es who are represented as ex-officio nenbers of the
Comm ssion, and we already have a running start with
relationships with those particul ar agencies. That includes
Education, it includes HUD, Housing, it includes the Veterans
Adm nistration. It includes, of course, within HHS the
National Institutes for Health, NIMH in particular. 1t also
i ncludes Labor, and we're also going to be engaging Crin na
Justice, who was not represented on the Conm ssion, but
they're also going to be involved in that process.

Al'l those agencies which are necessary to have at
the table to facilitate recovery, and | cannot forget CMS.
CMS, | have to say, participated fully in the Comm ssion
process. They're right there with us with the action agenda,
and they' re another exanple of why I think we're poised for a
great opportunity that we haven't had before in terns of
al i gnment of financial resources.

Qur chal l enge, of course, is to build a nental
health systemthat is both consuner and famly driven and
focused on recovery and resilience. W'IIl be looking in

particul ar at the progranms cited by the Comm ssion as npdels
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of mental health care transformation. |In other words, we
found pockets of excellence in this country. There's a |ot of
good work going on, and what we want to do is to be able to
bring that good work that was identified by the Comm ssion and
bring it to scale nationally so that it's the day to day
expectation of how people will receive services. OQur aimwll
be to identify ways in which the best el ements of those nodels
can be brought to that scal e nationw de.

Anot her new initiative in the matrix is building
agai n substance abuse capacity through -- it's not new but
it's going to continue -- devel opi ng substance abuse treat nment
capacity. SAMHSA has | ong been reaching out to states to
provi de treatnment services for people who have substance abuse
probl ens, the substance abuse prevention and treatnent bl ock
grant and the Targeted Capacity Expansion grants. W're
commtted to continuing to support the substance abuse
prevention and treatment block grant. [It's the backbone of
the state-run drug and al cohol system

States is where the action is when it cones to
substance abuse treatnment and prevention. |If it wasn't for
state drug and al cohol authorities and the block grant and the
mat ch, we would really not have a public drug and al cohol
treatment systemin this country. | see Lewi s nodding to

that. So it's absolutely essential that we keep that
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particul ar funding streamstrong. It represents al nost $4
billion if you consider the state match in terns of supporting
treatment, and 20 percent of that $4 billion also goes toward

prevention efforts in the states.

Qur Targeted Capacity Expansion program which
totals right around $320 mIlion right now, hel ps us address
new and emer gi ng substance abuse trends by focusing on | oca
needs. The grants provide flexibility and agility to neet the
treatment needs that enmerge in the nost rel evant way.

So together, the block grant and TCE have made
strides in expanding our capacity for substance abuse
treatment. |If you take a | ook at where the substance abuse
treatment delivery systemis today conpared to 30 years ago,
there's no conparison. It's professionalized, it's
structured, there's better access than ever before. W still
have a ways to go to keep noving the ball down the field, so
to speak, to reach the goal; but again, we have found that
treatment does work and that we do have a systemt hat
represents a |l evel of effectiveness.

But we al so have found that our capacities are

not sufficient. Qur |atest National Household Survey, which
we rel eased |last Friday, found in 2002 that 6.3 mllion of the
7.7 mllion people needing treatnment for an illicit drug

probl em never got help. O the 6.3 mllion, only 362,000
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reported they felt they needed treatnent for their drug
problem In fact, 88,000 -- and the range the |last tw years
has been anywhere from 88,000 to 120, 000 people -- knew they
needed treatnment, sought treatnment, but could not find
treat ment.

Of course, we know, with denial being such a
maj or factor in substance abuse and addi cti on and dependence,
when sonmeone is ready to find treatnment, not to have access,
we nmiss the opportunity. |It's very easy for themto wal k away
very quickly if there is not access to that care.

Presi dent Bush enphasized this very point in his
January 2003 State of the Union address when he said, "Too
many Anericans in search of treatnent cannot get it." He
reaffirmed his comnmtnment to expand the nation's substance
abuse treatnment capacity by proposing Access to Recovery, a
$600 mllion programto help an additional 300,000 Anericans
recei ve treatnent over the next three years. Access to
Recovery will increase treatnment capacity by expanding access
to treatnment and the array of support services that are
critical to recovery, like medical detox, inpatient/outpatient
treatment, residential services, peer support, rel apse
preventi on, case nmanagenent and ot her services.

The first $200 mllion installment is included in

t he President's proposed FY '04 budget for SAMHSA, which is
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currently before Congress, and it's expected to result in
treatment availability for an additional 100,000 persons per
year. This newinitiative, coupled with what | descri bed
earlier, SAVHSA' s ongoing efforts with the block grant and the
TCE, can create profound change in the delivery and
accountability of substance abuse treatnent services.
Utimately, we hope to create profound change in the lives of
mllions of Americans addicted to drugs and al cohol. However,
we can't do any of this if we're working alone in our
adm ni strative, programmatic, or funding silos. W nust
change the way we do business or we're not going to serve the
peopl e who need us nost.

As Secretary Thonpson often rem nds us, our
i ndi vi dual actions as separate agencies within the Department
of Health and Human Servi ces pale in conparison to our
conbi ned efforts. Secretary Thonpson articul ated a vision of
what he calls "one HHS" and outlined several steps to pronote
i nt eragency cooperation. Again, already agencies have done
that. Later today you'll be hearing nore directly fromBetty
Duke, the Adm nistrator of HRSA. SAMHSA and HRSA have begun
wor ki ng together. We've begun partnering, first on a federal
| evel , and soon this nmessage will echo a new partnership anmong
states and anong i ndivi dual conmunities.

Utimately, these partnerships will be expected
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and no | onger suggested. It just nakes good sense. As SANMHSA
and HRSA continue to work together to build and inprove
partnerships, the integration and coordination of nental
heal th services, substance abuse treatnent services, and
primary health care services throughout the nation wl
i nprove as wel | .

So we at SAVHSA and HRSA, the Institutes, and the
entire Departnent of Health and Human Services are detern ned
to bring the full force of our many service delivery systens
t oget her.

That gives you an idea of sonme of the mjor
t hi ngs where we have a focus right now, and we'll be talking
nore in depth again about the substance abuse treatnent
initiative. W also are going to be sharing an update on how
we'll be noving with the data vision, the strategy around
gathering data and doing it in a way that's going to make
sense around the outconmes we're expecting, and al so
efficiently so that we're not just putting nore and nore
demands on states and providers for data without it all being
connected and trying to streanline those efforts and do it in
a strategic way.

You're going to be hearing about Access to
Recovery nore in depth, and again Gail and | a little later

this norning will be sharing with you an overvi ew of the
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Mental Heal th Comm ssion report.

It's now ny privilege to introduce you to the new
Deputy Admi nistrator, JimStone. |'d like to ask Jimif he
woul d pl ease give sone remarks at this point, renmarks,
reflections, insights.

MR. STONE: |'d be delighted to do that.

MR. CURIE: Jim

MR. STONE: Thank you.

Well, Charlie, when he introduced me a mnute
ago, said that he was the happi est man around when | came on
board, and | corrected himto say that he was the second
happi est man. | was the happiest man. | have just conme, as |
t hink you know, from eight years as being comm ssioner of
mental health for the State of New York, which was an exciting
and very rewarding job, but I think, frankly, that's |ong
enough and | was ready to do sonmething else. | sawthis as a
mar vel ous opportunity.

Charlie's | eadership, which has been extolled
al ready by a nunmber of you, has inpressed nme the | ast couple

of years, and | think he's turned SAVMHSA i nto an organi zation

about which people were only vaguely aware. 1'd like to say
t hat when | becane conm ssi oner eight years ago, | got a cal
from SAMHSA, and | didn't know what it was. | think that's

ki nd of shocking. True, it was only a couple of years old at
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the time, but in fact | had been in the field for a long, |ong
time, and the fact that | wasn't even aware of it | think is
ki nd of shocki ng.

| think just in the |ast couple of years we've
seen the profile of SAMHSA really escalate, and | think that
is atribute to Charlie's | eadership and vision. Mre and
nore |I'm becom ng aware of the credibility that he's bringing
to the job. | pointed out to himthat | had to present a
proposal at the HHS | ast week, and | went in there thinking
that | would have to be a real salesman. |In fact, | did not
have to be a real salesman. Charlie had not sold that

particul ar proposal before, but the fact of his credibility

made ny proposal, frankly, an easy sell. | joked with him
that | could have sold al nbst anything and they woul d have
gone along with it. | think that nakes |ife easier for all of

us i n SAMHSA.
"' m happy to be here. |1'mheartened to see al
the famliar faces around, and | think I'mjust | ooking

forward to a good relationship with all of you. As | said,

it's an opportunity to join a dynamc team |I'mstill baffled
by the traffic, as you m ght have noticed. | was a little
tardy, but | guess I'll get used to it at some point, but |

don't know when.

MR. CURIE: No, you won't.
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(Laughter.)

MR. STONE: | won't? Oh, dear.

My recent role in New York focused on nental
heal th, of course, but | did play a role in the substance
abuse field. | worked with our |eader of substance abuse
services in New York, the conm ssioner of OSAAS, the O fice
for Substance Abuse and Al cohol Services, Gene MIller, who is
known to sone of you. W took a particular interest in co-
occurring disorders.

Prior to that job, | was director of community
services for Monroe County -- that's Rochester, New York --
whi ch al so i ncluded substance abuse and al cohol services. So
| bring to this position | think a pretty good awareness of
both fields, and I think that 1'Il be able to be a help to
both systenms in this role.

As | said, it's an exciting time to be here with
Charlie's dynam c | eadership and the credibility. Charlie has
already outlined a |lot of things I was going to point out.

But the fact is that it is an exciting time to be here and
that we're rolling out the President's New Freedom Conm ssi on
report. You're right, in the sense that | think this
President is paying attention to issues that are inmportant to
us here, and it is an opportunity that we shouldn't treat

casually. We should junp right on it.
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| think the matrix has gone a long way to
establish SAVMHSA's credibility across the nation. People get
a nmuch better sense of what we're interested in and what we're
focusing on. The focus on recovery | think sends a nessage of
hope, which is what this field needs nore than anything el se.
It wasn't too many years ago that we never really heard that
word in our |exicon, and now we are tal king seriously about
recovery.

Ot her issues that were interesting and exciting
to me in New York are exciting to nme here in Washi ngton, and
I|"mglad that the focus is not only on recovery but science-
to-service or evidence-based practices, and prevention and
early intervention is inportant to ne. | was glad to hear
Charlie a few m nutes ago tal k about one of our matrix issues,
and that's the crimnal justice issue. | think that is one
that we as a field need to pay nore attention to, and |I'm
happy that that's a part of our responsibility here.

It's part of my responsibility I think to see if
we can do a better job with what resources we have, and |
intend to focus on that and work coll aboratively with Charlie
and the dynanmic teamthat he's put together, and | think you
shoul d all watch our snoke.

Thank you, Charlie.

MR. CURIE: Thank you, Jim
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MR. STONE: To use an unfortunate term by the

way .

(Laughter.)

MR. STONE: A politically incorrect term

MR. CURIE: You nean snoke in terns of speed.

(Laughter.)

MR. STONE: Yes. Acceleration.

MR. CURIE: Acceleration. Thank you. That's
right.

MS. SULLIVAN: | live on the Agua Caliente Indian
Tri bal Reservation, where | |ease land, so | was referring to

snmoke signal s.

(Laughter.)

MR. STONE: Good. Thank you for bailing nme out,
all of you.

MR. CURIE: [|'mtalking about hitting the ground
runni ng. Again, one mgpjor advantage -- there are several
advant ages of Jim com ng aboard, but he's known what it's |ike
to be in charge of a | arge bureaucracy. New York State has
not been accused of being a small bureaucracy ever. Jimwas
able to acconplish many things within a | arge bureaucracy. |
can think of very few people who could conme in with the
credentials Jimdid, stepping right in, and already | can just

tell that the internal operations -- and Frank Sullivan has
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been, 1| think, providing tremendous support in the transition
process.

In ternms of furthering the managenment agenda,
it's seen sonme accel eration over the past few weeks al ready.
So thank you, Jim for being aboard.

|"d like to turn it over real quickly to --
Bar bara, would you like to nake a coment ?

MS. HUFF: | just wanted to say thanks to Jim
Fromthe fam |y novenment perspective, we haven't had a greater
supporter, besides Charlie, of course, at the state |evel.

When | nmet Jim | was doing a presentation for a
conference at our famly neeting, and I had no idea who he
was, but he was sitting in the front row, and he had that pen

in his hand, and he was kind of |ooking at nme |ike, "Maybe we

could do this.” Then | found out |ater he was the
conmm ssioner. | mght have handled things a little
differently if 1'd have known that, but what | want to say is

t hat New York probably has the best fam |y organization

structure in the country, and that just doesn't come by the

i dea that we m ght want that. That takes a | ot of support.
We have a very strong state organi zation. W

have chapters all over the state that are affiliated with the

mental health centers and ot her people doing business in

counties, and | just want to say thank you for that because
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it's an extraordinary model. | don't think we have the city
exactly covered like we would want to as a famly
organi zation, but | just want to say thanks for your support
in that. When | heard that you were com ng here, | thought
this is good, you know? W can do that. So thank you, Jim

MR. STONE: Thank you, Barbara.

MR. CURIE: | think it speaks well of one's
| eader shi p and managenment when you can point to concrete
exanmpl es of |egacies that were left in New York, and |I'm gl ad
you nentioned co-occurring too. | do refer to Jimas the
father of the Johari w ndow for the quadrants that NASADAD and
NASMHPD use as the conceptual framework on co-occurring
di sorders, because that originated from Ji mand New York
St at e.

MR. STONE: And Dr. Pepper.

MR. CURIE: And Dr. Pepper. And also, Jims
commtnment to quality commnity-based care is undeniable in
terms of the innovation that occurred in New York under his
| eadership. So again, it's great to have you aboard.

MR. STONE: Thank you, Charlie.

MR. CURIE: |I'd Ilike to turn it over to our co-
chair, Pablo Hernandez, to facilitate Council discussion.
Betty Duke is running late, so we're going to nove up to

Counci |l discussion and any of the issues that have been
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di scussed so far. As soon as Betty arrives, we'll turn the
floor over to her.
DR. HERNANDEZ: Thank you, Charli e.
Again, it is wonderful to be part of this SAMHSA
transformation, because | think that this is great, the
transformati on of SAVHSA having so many great people about,

Beverly and Kat hryn and Jim and Charlie and Frank and Toi an.

This is a new SAMHSA. This is i ndeed a new SAVHSA. I think
it's wonderful to have such a Council. The Council we have
was caught out -- we have this | eadership that we're going to

have to keep burni ng whatever, or snoking the road.

(Laughter.)

DR. HERNANDEZ: | don't know which way we want to
say it. M Latino phrases sonetinmes get tangled up with the
Engl i sh | anguage and it doesn't translate too properly, but
t hat' s okay.

Anyhow, we do have a couple of things that we
need to do |ater on, but let's get sonme reactions first, some
comments to what Charlie and Ji m have said. Anyone?

MS. SULLIVAN: There's sonmething that | wanted to
address, and maybe since we have the tinme, 1'd like to.
Charlie, I'd like to go over sonme remark, and if you coul d
repeat it again, because there's a situation since we have the

time that | wanted to bring up. This time is as good as any.
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Here is ny situation. |'mnow a recipient of
county services in the County of Riverside, and at $37 a pop,
| get county psychiatric services, the best deal in town. As
| personally wal ked in, the first words out of county's nouth,
in front of everyone in the substance abuse and nental health
services clinic, was "The first thing we want to tell you is
we really don't have the funding for all of you here."

Charlie, the phrase was, "W don't want to m ss
the opportunity to treat these people who have finally wal ked
in." Pablo, if I could, as we go through the next two days, |
wanted to ask Council menbers if it would be appropriate for
this Council to address what is now being fought over within
the states and the counties, that we don't have the nobney to
treat all of you.

It is nmy personal reaction as | have talked to
peopl e now who have found this in the San Bernardi no, Los
Angel es, and Riverside Counties, that this is the first remark
t hat has been said to many people who are walking in for their
first round of services. |If it is appropriate for the SAVHSA
Council to make a resolution to address this, |I'mnot sure how
we are in the whole thing, how this can be addressed, because
as you said, this is the group, the substance abuse people who
are finally walking in for the first time, and this small

number, if you said "It's a major factor, when soneone is
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ready, to find access,” and to m ss the opportunity -- I've
heard of many people, after hearing this remark, just pick up
their purse and wal k out.

| would like in some way to either make sone kind
of resolution or what can we do to stop counties from making
this remark within their nental health and substance abuse
services, to address this to their clients. | feel it's
i nappropriate behavior, if someone is comng in for need --
you nentioned it, Charlie -- to mss this opportunity.

So what |I'msaying is this is something I want to
address in the next two days. Maybe it's the tinme, and you
said it right there in your line, "to mss this opportunity.”
So I'"'mthrowing it out here now, how we can do it. You know,
you brought up in your thing. So that's why it pegged ny
i nterest.

MR. CURIE: Thank you, Kathleen. | think we can
discuss it. First of all, you' ve identified the issue for the
record already, which | think is a first step, and | think we
can di scuss what is the appropriate way of addressing this
issue with states and counties. | think, again, it goes right
to the heart of access when people cone actually to the door.
Basi cally, what are those things that facilitate engagenent?
What are those things, again, trying to sort out why exactly

t hat nmessage is being sent right out of the chute when soneone
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gets to the door. So let's put that on the agenda and let's
have sone sidebar discussions about what are appropriate ways
to approach it.

DR. HERNANDEZ: Any other comments, anyone from
t he Council ?

M5. HOLDER: Hi. | was going to wait until later
to pass this out, but given Kathleen's remarks it m ght be
useful to just get it on the record now. The Nati onal
Associ ation of Psychiatric Health Systens has conducted a
survey of large enployers across the country | ooking at
behavi oral health expenditures and how t here has been a
significant reduction in the dollars that are being used for
behavi oral health. Percent of prem um has fallen
dramatically, and it has had a great deal of inpact related to
peopl e actually being able to access appropriate |evels of
care.

As we know, much of the funding for behavioral
heal th has come out of the public system but it's an unfair
burden to have cost-shifting to the public systemin such a
dramatic way that | think this docunent represents. So if
it's appropriate, we can put them on the table or however
you'd like to do that. Thank you.

DR. HERNANDEZ: Definitely. That will be very

appropriate. | think a |ot of these two subjects/items we
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will be able to discuss nore specifically at the roundtable
time, if that is okay with Kathl een and Di ane.

Anyone el se?

MS. HUFF: It will be brought back up |ater
right?

DR. HERNANDEZ: That is correct, Barbara. W wi |l
do that at the roundtable.

Not hearing any dialogues in this discussion,
would like to turn it over to Daryl.

Daryl, would you be ready?

MS. KADE: We're running a little early. | think
at this point, since Dr. Duke is not here, we can take our 15-

m nute break and then return, and if she's here we can |isten

to her presentation or go to the next agenda item | have
about five to 10:00, so at 10:10 we'll reconvene. Thank you.
(Recess.)
MR. CURIE: Wl cone back, everyone. |'mvery
pl eased that Betty Duke has arrived. | shared with you

earlier that HRSA and SAVHSA, we formed a very, very strong
partnership to address issues around substance abuse treat nment
services and nental health treatnment services in prinmary care
settings. O course, the community health centers are
critical linchpins across this country in providing health

services to the popul ation across this country in various
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states. We have the opportunity to do sone nodel things.

| just want to say that Betty Duke has a | ong and
very -- | shouldn't enphasize |long, should I? -- but a stellar
career in federal service. She has a trenendous reputation
for being an effective manager, an effective |eader, of doing
the right thing. She's worked for four HHS Secretaries, |
think starting with a fellow Hoosier, Ois Bowen. That's who
you started with. | can tell you that in the tine, the two
years |'ve been in this position, | have really come to val ue
very much the relationship with Betty and the trust of doing
the right thing, of transcending turf, of taking a |ook at the
i ndi vidual and what's in the best interest of that person who
comes to the door of services, and that's how |I'd characterize
Betty.

She's a no-nonsense, straightforward, get down to
the bottomline person, and | think that's one reason we've
been able to make such good progress in a short period of
time. So | can't say enough good things about Betty and |I'm
just happy to introduce to you today the Adm ni strator of
HRSA. It's also historic to have the Adm ni strator of HRSA at
a SAMHSA National Advisory Council neeting, so this is a
first.

Betty.

DR. DUKE: Thank you so much, Charlie. [It's such
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a privilege to be here. | want to apol ogize for not getting
here earlier, but Charlie and | often acconpany the Secretary
on early-nmorning ventures, and when you're with the Secretary,
he's like a rock star. Trying to get himout of a roomis
tough work. So not only are we there for his address, but
then to try to help himget off to New York for his next
assignnment. So | apologize that | could not get here sooner.

But thank you for inviting nme, Charlie. | am so
happy to be here.

Charlie and | have been working diligently since
we both arrived in these jobs two and a half years ago to try
to see if we can't cenent a strong partnership for HRSA and
SAVHSA, because we're working with the sane individual. |
keep saying that ny problemw th the American system of health
care is that we chop off the head and treat the rest, and
that's conprehensive care, and in ny book it is not. So we've
been working very hard to include nental health, substance
abuse, behavioral health in our work together, and this has
been a partnership that has really bl ossonmed.

My seni or advisor, Steve Smith, who is sitting
ri ght behind me and was here earlier this nmorning, has been
the team | eader for HRSA in working with Charlie's teamto see
if we can't nmake the best bang for the buck out of what we are

charged with doing at SAVHSA and HRSA, because, you see, both
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of us work for the sanme constituency, which is basically a
constituency which will not have care if we are not here.

The thing about it is how can we take the |imted
resources we have and turn theminto the maxi mum possi ble care
under the circunstances, because noney does not grow on trees
and we are charged with making really the best care decisions,
and al so maki ng frugal decisions as well.

HRSA is positioned pretty well to be involved in
this area. So | thought one of the things I mght do this
norning is talk a little bit about what HRSA does, because
| i ke nost bureaucracies, we only know our little piece of it.
| think as | talk very briefly about what we do, you'll see
where there are so many crossovers, where Charlie's work and
my work and why we spend tine on the phone together, and why
we cone to visit each other's neetings, because our work does
cone together.

We really are a key safety net provider. That is
to say, the people we deal with would not have care were we
not here, and I'Il illustrate that by our Ryan White CARE Act.
Qur | argest programis our Ryan White CARE Act, which is $2
billion of the $7 billion HRSA budget. What the Ryan Wite
CARE Act is really all about is the provision of care for
persons with H V/ Al DS who woul d not have care were we not

avai |l abl e. That means providi ng nmedi cati on and ot her support
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services to allow themto get better and to stay well, a
maj or, major piece of our work.

We al so have a responsibility for maternal and
child health, and that is to ensure that babies are born well
and that pregnant wonen and their children have access to
health care. CQur Maternal and Child Health Bureau is the
ol dest program we have. It goes back to the Social Security
Act in the 1930s. But it is one that is desperately needed,
because our future is there. How well we work in those areas
is tremendously significant.

We al so have the safety net program for the
health centers, 3,400 of themright now across Anmerica, and
this includes conprehensive community health centers, health
centers for the honeless, and we al so have health centers in
public housing and in schools, and m grant health centers as
well. Now, these are the real front line of primary and
preventive nedicine for the needy in this country. The
President is very commtted to expanding that health center
initiative. At the beginning of the adm nistration he
commtted to increasing the nunber of health center sites by
1,200 over a 5-year period, and we're working very hard al ong
t hat goal

He al so committed to increasing the nunber of

patients served, from 10 mllion at the begi nning of the
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adm nistration to, in 2006, serving over 16 mllion people in
that system We're tracking pretty well. | always consider
this a managenment nightmare, to suddenly take a system and
increase it by 60 percent, which is basically what we're doing
over a 5-year period. But we're doing very well. W're a
little ahead of schedule. That is to say, we funded 171 new
health centers | ast year, and we expanded services at 131
centers, and that's 41 ahead of our goal. W're still
tracking to try to stay ahead of that.

This year our goal was 90 new access points and
expanded services at 80, and I'mtickled that the Secretary
| ast week announced grants, 204 grants, worth $56 mllion, to
open new centers and to boost services, and to inplenent our
health care collaboratives, and 1'll talk about those a little
bit in a nmonment.

But as you can inmagine, we have been trying and
working with Charlie and his staff, trying to change not only
t he number of health centers but the provision of services in
the health centers. So in our new guidance for these expanded
centers, we put in a requirenent that they nust bring up a
mental health and substance abuse service conponent the day
t hey come on board. You nmight ask, well, why have you done
that? Just | ook at our statistics.

Ment al health and substance abuse encounters
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exceeded all other reported diagnostic categories in 2002, and
from 1996 to 2001 the nunber of encounters for these
conditions grew by 50 percent. So we know that this is an
area where, in the preventive and primary health care arena,
we need this step up. So we made that a requirenent, and
we're wor ki ng hard at keeping the head attached to the body.
That's the bottom i ne.

We' ve done sone interesting things, and part of
that collaboration that Charlie and I are working on here at
the federal level we're also seeing worked on at the state
|l evels as well. In South Carolina, the Primary Care
Associ ati on devel oped a nodel of partnership in which the
Ri chl and Community Health Center Association in Col unbia
worked with the Fam|ly Health Center in Orangeburg, and
t hey' ve devel oped a conmprehensive package of care through
exchange of staff. \Wen budgets get cut, which happens, they
have worked out a plan to partner to make sure that the
behavi oral health professionals do not | eave that community,
so that they are still there and still able to provide the
services that are needed.

In Lowel |, Massachusetts, the Southeast Asian
community has worked to create a culturally conpetent nenta
heal th and substance abuse program which is really a nodel.

They put together an integrated nodel of culturally and
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| inguistically appropriate care by conmbining primary care and
Canbodi an traditional healing, along with neditation, nental
heal th services, acupuncture and massage therapy, all at one
site -- one-stop shopping at its best -- and they called it
the Meta-Health Center

Sonet hing that woul d be appropriate for me, the
Over-60 Health Center in Berkeley, California integrates
ment al health, substance abuse, and prinmary care services so
that the consuner doesn't have to travel and the stignma is not
available. This is the first, and | think the first of what
will be a trend, geriatric health center in America. The
Over-60 Center recognized the need to have nental health,
substance abuse, and behavi oral health services integrated
into their package fromthe day they opened. So we think this
is a big step forward, and | know that this is sonething that
t he chai rman of our subcommittee will be very interested in,
the ability of Charlie and ne to make this collaboration
happen, because our chairman is dedicated to the idea of
i nproved conprehensive services for geriatric patients.

| mentioned a little while ago about our health
di sparities collaboratives. These are approaches to care that
are designed to bring people the best possible care in a
culturally sensitive way. Wen we started out, the

col | aboratives dealt with di abetes, asthnma, and depression.
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What happened over the years was the recognition that
depressi on was co-presenting with so many other of the chronic
di seases that we were working with, because as we expanded to
cardi ovascul ar di seases and our first coll aborative on cancer
-- we have 12 pilot sites working on three forns of cancer
this year -- one of the realities is that depression is part
of the problem

So we' ve changed our approach and we now have
built that in. Again, we've been working with Charlie in this
area because we're trying to change the way we care for
patients, and we believe we have the data to show significant
i nprovenents, because the coll aboratives work on the idea of
the very best solid science base for the care, and we do that
in collaboration with NIH. That's been a really wonderful
partnership. For exanple, in developing the 12 cancer pilots
this year, NIH and Andy von Eschenbach at the Cancer Institute
have really pitched in to make sure that when we have a
| earni ng session for our cancer centers, they send us the best
faculty they've got. So when they go back to their health
centers to initiate this approach to cancer treatnment, they've
got the best, nobst current science to start with.

It also rests on the idea that we need to change
the patient's involvenent in his or her own care, and that

nmeans getting theminvolved in managing their own illness, and
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particularly in the diabetes collaborative, we've had
tremendous success because the changes in behavior that are
required really are supported by individual as well as group
i nvol vement. For exanple, in our collaboratives, we bring the
community in to help us. So we have as part of our
col | aborative, we have sone cooking cl asses.

Now, you may not see this as sonmething that a
health center ought to be doing, but think about it. You are
what you eat, and trying to change the way people think about
cooking, in fact getting not only the patient but the person
who cooks for the patient, if the patient is not the cook -- |
know this very well. | tell this story because if left to ny
own devices, | would be a blinp, and | know that.
Unfortunately, 1've had to battle ny whole life, and |
remenber when | was a young fiance, about 40-sonme years ago,
and | was invited to the home of nmy then-fiance fromthe
Mason- Di xon |ine southward, and nothers-in-law are as nervous
about neeting potential daughters-in-law. You' ve been there,
sone of you, | suspect.

So, of course, she was putting her best foot
forward, and I knew | was in big trouble. It was the nost
fabul ous dinner. ©h, it was so good. Yes, you all know
what's conming. It was snmothered fried chicken, nashed

pot at oes smothered in gravy, and it was peas and corn
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succotash. And I'Il tell you, it was great. But | knew | was
in trouble, because if that's what he was used to eating, |
was going to have to produce sone mmjor changes, which he
graciously consented to, and we nmanaged to get through 38
wonder ful years.

Well, having said that, you can see that we
recogni zed that health care is a total commtnent, that we've
got to get the community involved, and we work hard at that.

So one of the things that we recognized is that
we can provide cooking classes. W can also provide services
for nental health as well. So one of the things that Charlie
and | have been trying to nodel is that what people want is a
good life. They don't want to be a patient. They don't want
to be a statistic. They want a good |life. What Charlie and I
are trying to do is to humani ze these systens to say we can do
this together, and it's the creative potential of getting
fol ks who care about other people involved and working
toget her, and that's what we're about.

One of the things that we've tried to do is we
actually have put out sone publications. W have a
publication that is actually being used worldw de, which is "A
Guide for Clinical Care for Wonen with HV," and it was the
first time that such a conprehensive book was put together.

They're now using it in Africa, for exanple. They're also
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using it in the Caribbean. But it's a clinical challenge,
because so often the woman in care is also a caregiver at the
sane tinme and dealing with psychol ogi cal problens, the
financial problenms and | ogistical problenms, and our book
really deals with the idea of how are we going to provide that
ki nd of support for them

We try to be pretty practical about what we do.
Everybody uses words |ike "down to earth,” "the bottomline,"
"no nonsense.” Well, | actually believe that's exactly what
our products ought to be. It shouldn't be just their nouthy
director but at |east should be practical. W should not be
overwhel m ng people with technical discussions that | ook good
on your graduate school vitae but they don't do nuch when
you're trying to deal with a heavy patient | oad and a | ot of
work to do.

So we' ve been putting out some very practical,
easy to read, hel pful guidance, and Charlie's group has been
very helpful to us in this way. W've put out sone practical
stuff fromour Maternal and Child Health Bureau, mainly
dealing with kids and adol escents and the question of how do
you work with them You know, we were them once. W aren't
anynore. |It's a challenge, especially to those of you who are
dealing with themin your own living room Dealing with them

professionally is even nore of a challenge. WII, that's not
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true. Dealing with themin your own living roomis actually
nore of a chall enge.

One of the things we did is we put out sone
practical materials such as how to deal wth unfavorable
attitudes of teenage patients toward nmental health providers
and the whol e issue, the stigmas and the nyths. So we think
that's practical stuff that people need. W also put out sone
mat eri al on suicide causes anong teens, because we think we
really need to start facing some of those realities. Charlie
and | are just about to | aunch some enphasis on dealing with
bul I yi ng, because this is a tremendous problemin Anerica.
The statistics are horrifying. | suspect again, both
personal |y and professionally, you ve dealt with these issues,
because three out of four teenagers, at some point in their
life, have either been a victimof bullying or a bully, or
both, and it is comon that they're both.

So we're concerned about the issues, and again
Charlie and | have worked together on that canpaign. So we
believe we can get Anmerica's attention to this issue. So
we're committed, and if | could just nake one last pitch on
this, Charlie and | need your help because we're sitting here
i n Washi ngton, although |I nust say Charlie and | spend a | ot
of time sitting on airplanes.

But when we're out and about, we're learning from
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you and your peers. People always assunme that George will do
it. GCeorge is going to pick up the phone and tell us where
there's a problem But Charlie and | can't intuit it. W
need your help. We need you to tell us where there are
probl ens, and then we will commt to working together with you
and with the communities on those subjects. That is a
comm tment that Charlie and I have nade from the begi nning.
We're confortable with each other and with our teans. So if
you would help us, we think we can do a better job.

Thank you so very much for inviting nme. |'m open
for questions and di al ogue and di scussion, and |I'm here until
you tell nme to go hone.

MR. CURI E: Thank you, Betty.

One thing I mght add in ternms of our
col | aborative efforts, as Betty has described, the essenti al
nature of mental health and substance abuse capacity and
i nkages in the community health centers is absolutely
essential. The data support it, as Betty just shared. All of
us in the field knowit's true. The data continue to
reinforce that, and we have been able to nove ahead in a
col | aborative way to see how this can be translated at the
state and | ocal |evels.

NASVHPD, NASADAD, and Charl es, the Council,

provi ders associ ati ons have been working with HRSA and SAMHSA
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to tal k about different ways that we can acconplish that
capacity. As Betty indicated, there is a workforce
devel opnent crisis in the health care field overall, and
subst ance abuse and nmental health are very much in that fray
of the crisis, recruiting people and retaining people in the
fields. If we can find win-win situations |ocally for
community health centers, comunity nmental health centers and
communi ty- based drug and al cohol centers can connect together
-- and there are exanples of that across the country, and
we're trying to bring that nore to the scale to | ook that
there's nore than one right way to do certain things.

Again, | think it's an exanple. HRSA has been
actually willing and did put bonus points in for such
col | aboration efforts in their grants. Again, that's al nost
unheard of, when you think of how operating divisions have
operated in the past to reach out. So again, | wanted to give
that as a concrete exanmple and thank Betty publicly and HRSA
publicly for that ongoing coll aboration and working with that
process.

Let's open it up, Pablo.

DR. HERNANDEZ: | very much appreciate Dr. Duke's
comrents, as well as Charlie, in reference to the
col l aboration. | think nost of you read USA Today, and you

should ook to -- | always have a habit, | look to the left
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| ower quadrant of the newspaper to see what's new. Again
today was another reinforcing article about physicians. The
time the physician spends with patients in the United States,
60 percent basically spend less than 15 mnutes with a patient
today. That's either an inprovenent or we're going backwards.

| remenber years back when we used to say it was
eight mnutes. Nowit's 15 mnutes. So it speaks to the
i nportance of us to be able to | ook at how do we bring other
allied professionals to participate with decisions, especially
when we're going to be tal king about not only the prinmary care
entity and care but also the nental health and substance
abuse. \What can we do in reference to collaboration and
engagenent? | nean, depression is a major issue for all of
us, and the question is can anyone really address depression
in a 15-mnute visit. Excuse nme, but if you' re tal king about
ol der adults, it takes at |least 45 mnutes for ne to even
start thinking about nmy depression, howto ventilate it out,
because it takes ne a while. |If | get sonmebody there pushing
me too much, then | start stuttering, and then | get
def ensi ve.

So | think we need to | ook at how do we engage in
a different world, because it's totally the engagenent is
different, the co-location, the integration. | think too

often community nmental health centers, for exanple, have not
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had an enphasis on primary care. | nean, | would dare to
offer that there are very few community nental health centers
who have a physiological health care attention, and still we
are prescribing much nedication to individuals, not
recogni zing the physiol ogi cal conditions of those nedications.

So | think it's good that we talk, and to ne it's
a major crisis that needs to be addressed in the nation. W
can tal k about Medicare is going to do this, but who wants to
be a Medicare provider for nmental health? | nean, who wants
to? You don't get paid. So |I think we need to tal k about
changes, and it's encouraging to see not only the dial ogue but
t he actual partnership that exists between HRSA and SANMHSA.
So thank you very nuch.

DR. DUKE: Let me coment a little bit on that
statistic, because it is a worrisone statistic. One of the
things we're doing in the collaboratives is we're actually
trying to change the way we deliver health care. 1In the full
i npl enentati on of the care and practice nodel that goes with
our coll aboratives, what it involves is actually devel oping a
team practice, and I'll cite a center in Denver that has
really changed the way we do health care.

VWhen t he patient wal ks through the door, there
are two people on the front desk, and you either go to the

purple team or the orange team At that point, you don't sit
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in the waiting room You go to an exam ning room and the
exam ning roomis the only place you go as a patient, and then
health care conmes to you in the formof any eligibility
requi renents, any paperwork that has to be done, x-rays, blood
tests -- you nane it, it all cones to you. What they've done
is a lot nmore cross-training.

In terms of time with the physician, they
actually get nore time with the physician. | think they're
now up over 20 m nutes with a physician, but they've also
reduced the amount of time the patient is on the prem ses. |
think they're down to 47 minutes cycle time. That is, from
the mnute they walk in through the door until the m nute they
wal k out through the door, and about half of that time is
spent with the primary care provider.

They al so do group visits, for exanple, with
their di abetes coll aborative. They have sone group visits
and, for exanple, they've hooked their cooking class -- they
do have a cooking class -- to that time so that they' re trying
to increase the value of the tine and to do cross-training
across that team Their ultinmate goal, by the way, is to get
rid of their front desk. Right now their front desk works in
the norning at the front desk, and then they've cross-trained
themto do sonme other work assisting in the afternoon.

Utimately, the goal is you come in and you're told that
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you're going to exam ning room 3, and when you cone in

exam ning room 3 is supposed to be open.

They're very adventurous in this and, | think,
W se

DR. HERNANDEZ: | think Ms. Huff, and then Dr.
Pepper.

MS. HUFF: Well, I'"mjust so thrilled to neet
you, | can't even believe it. M nanme is Barbara Huff and I'm

the director of the Federation of Famlies for Children's
Mental Health. |'mthe parent of a daughter who has had
mental health problenms since she was very young. She has
anorexi a and serious depression and has struggled with co-
occurring substance abuse, cocaine problens. Then |I also have
a daughter 18 nonths ol der who has the npbst aggressive kind of
breast cancer known to mankind. So | had an interest in
everyt hing you said, obviously.

But | just have to tell you that I was in Senator
I nouye's office | ast week with his chief of staff, Patrick
DeLeon, and he said to me, "I just think you' re barking up the
wrong tree with SAMHSA." He said, "Not that | don't |ike
SAVHSA, " but he said, "You have got to go to HRSA and neet
Betty Duke, because the two of you have such innovative ideas
about how to do business.”

DR. DUKE: So does Charli e.
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MS. HUFF: Yes. So anyway, | said, you know, |I'm
not done with SAVHSA yet, but I will go over and neet her.
Well, the last words going out of his office -- | was there
tal ki ng about Foundati ons for Learning and young children and
early intervention and like that. WelIl, anyway, the | ast
words were, "You' ve got to prom se me you're going to go over
and neet Betty Duke." So |I can't even believe |I've had this
chance. So | just want to tell you today how nuch I
appreci ate you coni ng over.

DR. DUKE: Thank you.

M5. HUFF: | think the Federation could be
probably a wonderful dissem nating place for all the stuff on
bul I yi ng, because we have 150 fam |y organi zations across the
country that are all run by famlies of children with nmenta
health problems. So just know that we'd be happy to help in
any way we can in dissenm nating yours and Charlie's innovation
and all the information on bullying and all of that. | just
want to say that we do packets of information that go out, and
we have a website to try to keep famlies well informed. So
want to be able to do that.

| also have an 87-year-old nother dying of cancer
right now, and |I've watched the depression with her. But |
must tell you that hospice and others have been incredible in

bringing mental health to her right in her hone. So that has
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been really, really wonderful

So I've got it kind of in all aspects of ny life
right now, so it's kind of a tough time and a tough pl ace.

The question that | have for you, now that |'ve
said all of that, the question that | have for you is are the
health clinics in schools, are they yours? Do those cone out
of HRSA?

DR. DUKE: Not all health centers in schools are
HRSA- supported health clinics, but many are, and they're
supported under two different prograns. Many of the clinics
in schools are associated with our consolidated health centers
such that they m ght have a health center on Main Street, they
m ght have a health center out in a rural area nearby, and
they m ght have either a part-tinme or a full-tine clinic in a
school. If they do have a center in a school, they are likely
to have sone substance abuse or nental health aspect of that
program

By the way, those are very demandi ng jobs. They
are incredi bly demandi ng.

We al so have ot her prograns that are supported
out of our Maternal and Child Health Bureau as well.

MS. HUFF: Thanks. Thank you, and again, it's
really nice to have you here.

DR. DUKE: Thank you. |It's wonderful to be here.
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DR. HERNANDEZ: Dr. Pepper?

DR. PEPPER: First of all, I1'd like to check your
credentials, because you sure don't sound |like a bureaucrat to
me.

(Laughter.)

DR. DUKE: |'ve been fighting it all ny life.

DR. PEPPER: But seriously, thank you so nuch for
your very exciting comments.

| want to nmake a comment that | think puts
t oget her what Pabl o said about doctors' tinme, and | noticed
that box this norning also, and you beat me to bringing it up
here today, about how little time doctors have, because for
years a former nember of this Council who was, at that tine,

t he president of the American Medical Association, whenever we
woul d get to the discussion about why aren't physicians
screening for substance abuse or nmental health, he would go

li ke this and he would hold up six fingers, and he would say
"That's how many minutes | have as an internist in ny Virginia
practice to see each patient."”

So we have now nore refined data fromthe
newspaper. |It's actually 60 percent have |less than 15
m nut es, about 25 percent have |l ess than 10 m nutes, and
nobody's got an hour anynore, except for those psychiatrists

li ke myself who are able to be outside of the insurance
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system

And yet, let me go back to sone research that was
originally done in the 1960s and has been reiterated again and
again and again. The nost potent healing force between a
heal er and a consuner consists of two elenments. One is a
shared val ue and belief system and the other is a
rel ati onship, an attachnent, a trust-attached connection. W
all know, for exanple, that adol escents have a | ot of trouble
relating to adults, not just their parents and their teachers.
How do you get a 13-year-old who is in trouble with, let's
say, her anorexia, her bulima, her drug use, her peer
relationships, to walk into any adult's office and make a
rel ati onship when there's no time and there's no opportunity
to find out if there's a shared val ue and belief systenf

DR. HERNANDEZ: Well said, Bert.

Lewi s, do you have a coment to nake?

DR. GALLANT: Dr. Duke, I'mLews Gllant. [|'m
the executive director for the National Association of State
Al cohol and Drug Abuse Directors.

DR. DUKE: Nice to neet you

DR. GALLANT: We are the folk who deliver
publicly financed substance abuse prevention and treatnment
services within state systens.

| wanted to ask, in ternms of the nmental health
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substance abuse conponent you're tal king about in the health
centers, are those outsourced, or are you bringing staff in,
or is it a combination thereof?

DR. DUKE: AlIl of the above. As Charlie and |
wrote the guidance this year -- actually, that was quite
unprecedented for two agencies to collaborate in witing the
gui dance for a program but that's what we did this year. One
of the things we tried to say is where there's an opportunity
and an al ready-existing service, to partner and see if you
can't reinforce each other's services. In sone cases they
have contracted out, in some cases they've hired staff, in
sone cases they're sharing staff, because, you see, staff are
very few and far between. So we have to do a |lot of creative
managi ng.

In fact, actually, | will say this, and I'm sure
that Charlie finds this in his world as well. If the people
who ran our health centers chose to be in private corporate
America, they'd be very rich because they are creative
managers. |'m always inpressed with the way they can gl ue
t oget her pieces of staff and pots of noney, a little bit from
Charlie, alittle bit fromme, a little bit fromthe county, a
little bit fromthe state, to put together sone prograns. |
am amazed that they do as well as they do.

One of the things we do is we run the Nati onal
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Health Service Corps in HRSA, and HRSA is a very, very
mul ti faceted agency. We provide scholarships for folks to go
to school, and then they pay us back by taking work
assignments after they finish school, or we provide for
graduates' | oan repaynent services and we recruit across the
spectrumin that area as well

DR. HERNANDEZ: Thank you very nmuch.

| just want to nake an announcenent for the
public. There will be time for public coments. | think this
is a major issue, the structural health in the United States.
So | just want to say to the public we will be taking public
comments and we will have anple tine to have that dial ogue
after another presentation later on by Dr. Sullivan. But

l et' s keep the dial ogue.

Any ot her questions fromthe Council, please?
DR. DUKE: | should make one comment in addition.
|"ve tal ked a | ot about our service side. | haven't tal ked

about our resource side very nuch. W do run the Bureau of
Heal t h Prof essions, so we nake a series of grants to schools
to increase both the availability of health professions across
the 270 health professions and to ensure their racial and
ethnic diversity, as well as in their ultimte placenent,

t heir geographic dispersion across the country. That's

actually a huge program w th about 1,700 grants going to a
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variety of different kinds of schools -- nedicine, dentistry,
psychol ogy. | mean, we're across the board. W have allied
health. Every once in a while |I check ny al phabet soup to see
what isn't there, but it's alnost all there. So we do that as
wel | .

DR. HERNANDEZ: Dr. Gallant?

DR. GALLANT: Are substance abuse counsel ors or
prof essionals included in that?

DR. DUKE: The legislation that undergirds each
of the prograns is quite specific. So in sone of our
prograns, substance abuse counsel ors m ght be included, soci al
wor kers m ght be included. 1In others, there are different
m xes. That's always one of the chall enges. Whenever one of
t hose progranms conmes to brief me, | always have to start with,
okay, let's go back to basics, what does the | aw say? So the
| aw | ays out the basics, and then we go fromthere.

DR. GALLANT: Charlie mentioned in his coments
this norning prior to your arrival, and | think he also
indicated in his introduction of you, that our field is in a
crisis in terns of workforce developnent. |It's truly an area
that, with all the President is trying to put into our system
in terns of expandi ng capacity, capacity can't expand if you
don't have the workforce to underpin it. You can get all the

noney in the world, Congress can say we're going to give you
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billions to close the gap, but if you can't have the
wor kforce, it's not going to happen.

Can we in sone way create an initiative within
HHS or within HRSA, or in collaboration with SAMHSA, to really
take a |l ook at this workforce i ssue and how we can get a
handle on it? Because | think if not, we're going to be in a
crisis because, particularly in substance abuse, counselors
are finding it difficult to live on $25,000 a year. They're
also finding it difficult to educate thenselves on $25,000 a
year. Nobody is offering themanything in ternms of
schol arshi ps or anything to educate thensel ves.

So if I could becone a conputer programrer and
make $70,000 a year, ny heart may be bleeding to be a
behavi oral health person, but nmy wallet will say do the other
thing. So unless we can deal with conpensation, unless we can
make the field nore attractive, unless we can provide the
resources and the access to training, we're going to be in a
real serious situation in the very near future.

DR. DUKE: There are two aspects of that. One is
t he i ssue of conpensation, and one of the things that we've
seen in the nursing shortage, and I'll illustrate that, is as
t he nursing shortage has become nore acute, econom sts would
tell us that to increase the supply, you'll increase salaries.

As sal ari es have gone up for nurses, one of the problens we' ve
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had is it siphoned off the nurses who are available to be
faculty, because faculty salaries have not kept up. So I'm
constantly on a canpaign to recognize that we need the faculty
salaries to go up in order for nurses to maintain thensel ves
in nursing positions, and | keep trying to advocate for
flexi ble arrangenments, joint appointnents where perhaps we
could increase the pool of faculty and also at the sanme tinme
i ncrease the practical education, which |I happen to believe in
as well.

So we recognize that the conpensation issues are
very |l arge, and that was one of the discussions we had when
t he Nurse Reinvestnment Act was passed, how are we going to
mai ntain the devel opment of a nursing cadre at the same tinme
that there are so many pulls in the opposite direction. So
t he conmpensation issue is a very real one.

The other is a dilenmma of even if you can
conpensate fol ks, they've got to know that that field exists
and that it's a possibility for them One of the things we're
working on -- I'mgoing to illustrate this with three things.

We have a programin our health professions
worl d, the Health Careers QOpportunities Program that actually
gives grants for reaching out to fill the pipeline. That is,
to reach down not just to high schools but even into

el ementary schools to try to get people involved, and
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particularly to reach into our mnority comrunities.

We al so have a programcalled Kids into Health
Careers. Again, it goes back to Dr. Pepper's comrent about
adults not talking to kids. ©One of the things in that program
is they actually built a little toolkit for people who go to
talk to kids about talking to themin an age-appropriate way.
So it actually has stuff for kindergarten kids and 8th grade
kids and 7th grade kids and 12th grade kids, so that when we
go out and try to talk about life in the health professions
and why that m ght be for them we m ght do that in an
i nteresting and age-appropriate way.

One of ny favorite things that |'ve done in this
job was | took a small grant of $141,000 -- now, that is not a
| arge grant when you're giving out $600, 000 here and there. |
do not subscribe to the view that soon it becones big noney.
Al'l noney is big noney to ne. But this was a relatively snall
grant, and | took it to a school in Texas, and a faculty
member started a program for nursing education. Wat she did
is she reached down into the community to find those people
who did not see thenselves as college materi al

She got herself an advisory commttee nmade up of
| eaders in the conmmunity, and she literally went out and
grabbed them by the collar and dragged theminto school. Her

first class had five students in it, and she's graduating al
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five of them and the valedictorian of that class is already
accepted for a Master's programin nursing. She never saw
hersel f going to coll ege.

The second year of the program she got herself
anot her $5,000 and recruited another five students. Then she
got her first class to help her wite the grant, and they told
me that grant witing was very hard to do. | said, yes,
indeed it is, but aren't you sonmething? On their first
attenpt, they |anded a grant fromus for $141, 000, which is

going to take that programa | ong way.

Now, | am a teacher at heart and | enpathize with
that. The comm tnment of this wonman -- forget the 60-hour
week. | had no idea how many hours a week this woman puts in,
but she works -- by the way, her whol e advisory conmttee

showed up to receive the award, and these are people who take
of f work and don't get conpensated when they take off from
work. But they all were there, and all of the students were
there, and | nust say, to his credit, the head of the health
science center was there to receive it as well. It was a real
accol ade for this teacher

VWhat that gets to is this point that part of what
we have to do in this nation is we have to recogni ze that not
every young person in Anerica has a built-in role nodel, and

we have to go out and create those role nodels. W have to go



© 00 N o o b~ w N P

N NN NN R R R R R R R R R R
A W N RBP O © 0O N O o M W N R O

71

out and work. You know, this is a four-letter word, but it is
the essence of it all. W have to work. W have to work hard
at getting across the nmessage that you can be nore than your
i mmedi ate dream  You've got to get out there and do that.

Then ny last conmment on this was that | was
getting dressed the other norning and | heard a nost
encouragi ng thing on NPR. They said in this econom c
downturn, sone previously overl ooked professions are suddenly
getting a second | ook, and that included our world as well as
teaching. So | do think the conpensation issue remins a
central one, but there are other pieces.

DR. HERNANDEZ: Thank you, Dr. Duke.

| just would make one comment, that as the
efforts are nade in the field of health care and devel opnent
of workforce, that the issue of cultural conpetence be
mani f ested, not just the issue of recruiting mnorities.
Myself, am | a culturally conpetent Latino? That would be a
question. | mght have a linguistic capacity, | still night
have a funny accent, but does that make ne culturally
conpet ent ?

So | think we have to be thinking about how do we
get whatever we prescribe is culturally attentive, culturally
conpetent to whatever popul ation we serve across the age

conti nuum | think that as health centers nobve into the
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di al ogue on behavioral health, | really encourage nore and
nore the partnership on cultural conpetence that exists within
SAVHSA.  |'m hoping that HRSA, again, will follow that
t hr ough.

Anyone el se?

DR. PEPPER: | just want to tal k about
recruitment, a flipside to the very inportant point you nade
about the ability that we have, if we think about it, to
notivate mnority children to conplete their education and go
into human services.

| served as the consultant to a program for
advant aged hi gh school students in a very wealthy area to work
a whol e sumrer when they were 16 in an institution for the
retarded, in another institution for the physically
handi capped, and in a psychiatric hospital. At the end of the
summer, these advantaged kids said the following: This is the
first time inmy life that | felt I was inportant to anybody
el se, that I was a useful person. So that's the flipside to
the recruitnent issue of children or adol escents.

DR. DUKE: Wonderful, wonderful. A wonderful
corrective, yes.

DR. HERNANDEZ: Ms. Huff?

MS. HUFF: The Council never | acks for passion as

|l ong as we've got Bert here, you know? Dr. Pepper. Thanks,
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Bert.

Just a couple of really quick things. First of
all, I want to clarify that when I went into |Inouye's office,
he thought | was comi ng around for Starting Early, Starting
Smart. | said no, | was there around Foundations for
Learni ng, which is out of the Departnent of Education. He's
al ways used to hearing ne tal k about SAVMHSA and not the
Department of Education. But anyway, he thought it would be
good if we forged a partnership, after we had this
conversation, not just with Education but with SAVHSA and HRSA
around Foundations for Learning, because it's little kids.
"1l talk to you sonme other time about that, because it would
be an interesting partnership across Educati on and HRSA and
SAVHSA, actually, around little kids.

Actual ly, it came out of Patrick Kennedy's
office, and the | egislation was passed about a year ago.
Anyway, it mght be an interesting way to forge another
partnershi p, but he wasn't saying anythi ng bad about SANMHSA,
he was just saying he's used to ne being there around SANMHSA,
not around the Departnment of Education. Anyway, Trina Osher
normal | y does our work around the Departnment of Educati on.

But again, | want to thank you for your
i nnovation, and | also wanted to just kind of -- | don't know

what physicians think about this because | really haven't had
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a chance to ask, but | know that HRSA did -- when we're

tal ki ng about workforce issues, you did for physicians, famly

physi ci ans and ot her general practice physicians a docunent

called "Bright Futures"” on nental health. It canme out of your

departnment, and | have not seen it as widely spread as |'d
like to, but I1'd like to see what you think about that.

It was done in a collaborative effort between
physi ci ans and people in the mental health arena for
physi ci ans that see kids in their office that have nmental
health problems. They have a toolkit, actually. So anyway,
again, it's something that I don't think is out there maybe
like it should be, but I knowit's there, because we hel ped a
little bit with it.

DR. DUKE: Great. [I'll check into it.

MS. HUFF: Thanks agai n.

DR. HERNANDEZ: Ms. Hol der?

MS. HOLDER: One of the things that | think fol ks
have been able to do through the federally qualified health
centers and sonme of the prograns that you' ve had is there's
been a capacity to have a little better reinbursenment for
getting some additional nental health capability in the
centers, which | think is a really good thing. One of the
questions | would have, though, is that I work for an

organi zation that for about 20 years has had a primary care
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center sitting in the mddle of our services for the
chronically nmentally ill. Typically, these fol ks have a | ot
of trouble going to primary care centers. They haven't been
particularly well treated in primary care centers.

We have been able, for the |ast couple of
decades, to have really tremendously positive results for
di abet es managenent and cardi ac hypertensi on conditions, et
cetera, but we don't find any conparabl e enhanced
rei mbursement on the nmental health side. 1've not heard
people talk about this, but if you have these |large comunity
mental health centers where there's really a popul ati on of
fol ks who have a trust and a confidence in getting their care
there, would there be potentially a way that instead of the
primary care place being the only center for people who need
help can get it, could we think about sone kind of funding
nmet hodol ogy, or is there such a thing, that would enhance
bringing primary care into the mental health setting?

DR. DUKE: The issues around reinbursenent get us
into a series of relationships. Often we're dealing with CMS
regul ations having to do with Medicaid, and then there are the
50 state regul ati ons which are also state unique. W do work
with CMS. In fact, we've just witten to CMS on the subject
of reimbursenent for nental health services. It is a

continuing challenge, and I will say that we've had good
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wor ki ng rel ationships at the staff |evel and we're aware of
t hese probl ens because they come up everyplace | go. So we're
aware of themand we're trying to find sonme routes to cut
through some of the difficulties. But |I'maware that they're
t here.

DR. HERNANDEZ: Well, | think we need to thank
Dr. Duke. Definitely, we would |ove for you to stay with us,
if you can. | think it's very exciting to have you here.

DR. DUKE: Can't. | just got my orders.

DR. HERNANDEZ: But we just want to say thank you
so nuch for being here with us and giving us so much of your
time. We will be visiting with you again.

DR. DUKE: Thank you very, very much for having

me.

(Appl ause.)

DR. HERNANDEZ: | would like to turn this over to
Ms. Kade.

MS. KADE: Thank you very nuch.

We're going to resune our agenda, and we'll cover
both items. We'IIl try and cover both items. The next itemis

a followup to material that you were sent on our standard
fundi ng mechanisnms. Dr. Frank Sullivan and Ms. Jennifer
Fiedelholtz will be doing the presentation on these mechani sns

for you. Thank you.
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DR. SULLI VAN: Good norning, everyone. |
appreci ate a chance to cone and give you an update. [If you
were here at the |last Council neeting, you heard ne give an
overvi ew of a nunmber of the managenent initiatives and
reengi neering activities that we've been engaging in at
SAVHSA, and |I'm here today to give you an update on one
particul ar one of those that is nmoving out into inplenmentation
in 2004 that we expect will have a big inpact on both our
operations and we think will also be beneficial to people who
want to apply to SAMHSA for grants and, once they have a
grant, to figure out how to work with us and us with them

This presentation is focused on the new standard
grant nmechani sms that we now have out for public coment. |'m
going to go as quickly as | can because | know we're trying to
make up sonme time, so |I'mnot going to read the slides to you
You have a handout, so I'mgoing to give really an overview
and hope you can sort of track with the details as |I go al ong.

| always show this at the beginning of a
presentation such as this, and the reason is we do have a
plan. This is our strategic human capital plan, and it is
broad in concept. It covers clarifying organizati onal
pur pose, creating effective work processes, which is what this
particul ar project is about, and val uing our nost critical

asset, people. | need to reinforce a point that's been nade
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several tinmes already this norning about Charlie's | eadership.
The efforts we're engaged in really step off fromthe green
box up there, clarifying what SAMHSA is all about. If you
don't have that, you can't go on too nmuch into the red and the
bl ue, although we are working in all three of those areas.

We have been working on reengineering the
di scretionary grant process in the agency. |'m acconpanied
here by Jennifer Fiedelholtz from our planning office.
Jennifer is one of an 11-person sel f-nmanaged team that was
given the charge to do sonething about this |ast October, cane
back with a solid plan in February, and have been worki ng
aut ononously, with some help from nmanagenent as need be, but
with a lot of self-directed | eadership fromacross the centers
and the front office, and they' ve really done a superb job.
In addition to the outcomes that we're getting, we're really
proud of staff being able to work in this very self-directed
and self-notivated way.

| won't go into the details of this. You have
seen it before. |If you nultiply this by three to cover three
centers, and then nultiply it by 10, this is probably only a
tenth of what our process is to get a grant program announced,
out the door, awarded, and so on and so forth. | just put
this here to give you a sense of what we are up against. This

will be tackled by our internal processes, streanlining them
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very significantly.

Here is the overall concept, which involves three
things: standard grant mechani sns, and that's the purpose of
my presentation this nmorning, to go into that in alittle bit
nore detail and let you know that these are out for public
comrent. The other two parts of this are getting our internal
act together, earlier and sinpler policy review and
deci si onmaki ng; and the third leg of the stool is a
reengi neering of the application review process, which I wll
cone back to at the end of this presentation.

Here is what we are aimng for, our purpose and
goals when it comes to the standard grant mechani snms. We hear
all the time from applicants, from grantees, that SAVHSA
announcenents are hard to read, we can't figure out what
you're doing, why is this one different fromthat one, where's
the fine print. They're not clear. W need to do a better
job of being clear with applicants and grantees as to what it
i's SAMHSA wants to achieve, in essence to purchase inits
grant prograns.

We hear the sane kinds of questions up the |ine.
We're constantly explaining to the Departnment, to OVB, to the
Hill what does SAMHSA do. So again, we have a conmunications
and a clarity issue on that end.

We're al so going to be extending out the notion
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of the announcenent into the kinds of nmeasurenent and the
ki nds of data that we would |ike grantees to collect so that
we can answer and be accountable in the many forunms in which
we have to be accountable for results and outconmes and the
questi on why should we give SAVHSA another dollar. So we hope

to increase our energies and our efforts to deal better with

t hat .

We think this will be of great service to the
field. Things will be nore predictable, and we are hoping to
achi eve process efficiencies. | have to tell you, this is the

number - one source of wasted energy in the agency at this point
on every list of what's wong. This is nunmber one. So we
hope to get this one nailed down pretty well next year, and
we're already starting on number two.

Finally, sinplifying and going into
standardi zation will help us neet our requirenments to support
t he President's managenent agenda with regard to e-grants, e-
governnent, electronic everything, and I'll refer to that a
little bit later also.

Here are the core ingredients of our standard
mechani sms. We are proposing four mechanisnms to support the
delivery of services, the devel opnment and inpl ementation of
infrastructure, |ooking at best practices for planning and

i npl enent ati on, and noving service into science. One of the
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pluses here is that we see this as a full-scale approach. W
usual Iy have been focusing in on the science-to-service front
of things in the sense of here's the science, here's the
result, let's put it to service. Qur fourth standard
mechanismis saying let's take what we know fromthe service
side of the house, spiff it up and get it ready for nore
t horough eval uation by the research institutes. So we see
this as a sort of conprehensive approach.

A place for everyone at the table. These
mechani snms cover 75 to 80 percent of all of our current grant
announcenents. So by and large, you will fit in, and if you
won't fit in, we'll let you have an exception

We are also providing a flexible nmenu for
grantees from which they can choose what it is they want to
seek support for. | nmentioned that we're | ooking into
refining and signalling early the outcones and nmeasurenent
requirenments. We intend to |link the standard mechani sns to
the funding priorities of the agency on an annual basis,
stepping off from our budget, by very brief notices of funding
availability. |1'ma tad nervous about this. | used to say it
was one page, and then | was told to nake it one or two, and
now I'mtold to nake it brief. So I'lIl say that if you're on
t he team or anywhere else in SAVHSA, three is tops.

Let nme describe briefly the services grant
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mechani sm  The purpose is to provide nore services to address
gaps or to increase applicants' ability to neet currently
unmet needs with respect to specific populations or specific
geographic areas. Wat we are defining as services is
presented on the paper. You'll see what's there: outreach,
treatment, wrap-around. We'll allow grantees to spend up to
20 percent of the grant for data and up to 15 percent for
infrastructure, if need be.

A key part of our approach here is to reinforce
and advance the agency's objectives to pronote evidence-based
practices, good services that have a strong know edge base.
So that you'll see in the services grant and in the best

practices grant. The quote there is for the best objective

i nformation, and we will continue to have this determ nation
made by peer reviewers who will be |ooking at applications.
Lastly, this was a surprise to me, | have to

admt, although |I've heard a | ot of griping about grantees
getting grants and nothi ng happening for a while. You need to
be ready to get the services in the field after four nonths,
four nonths after you get the award. So we want to stress
that if you're getting a services grant, the idea is to
actually deliver the services, not to plan to deliver the
services at sone point downstream

Next is the infrastructure grant to increase
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capacity of systens. | would call your attention to the
fourth tick under "Exanples", workforce devel opnent, and we've
heard a lot this norning about workforce devel opnment. So we
have a place here for people who want to do infrastructure
work on workforce. They will obviously be fitting into this
announcenent. Here we'll give them 15 percent of the nopney to
actually inplement and check on the utility of the
infrastructures that they are putting in place. But the nanme
of the game here is to provide support for the kinds of things
that are illustrated there.

Best practice planning and inplenentation. This
is to identify practices that can effectively nmeet | ocal
needs, develop plans to inplenment them and pilot test them
Agai n, we have the sane sort of approach to the evidence base.
These grants will have two phases, the first one being to do
t he planning and the preparation, and the second phase to be
doi ng the actual pilot test and the eval uati on.

Turning now to service-to-science, which gets a
| ot of questions usually, here the idea is to docunent and
eval uate innovative practices that address critical service
gaps but have not yet been formally evaluated. There is a
pi ece of inmportant small print right under that. These grants
will not be intended to support the devel opnent of entirely

new servi ce approaches or new practices. There has to be
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sonet hing out there reasonably devel oped. The purpose of
these grants will be to take that state and advance it to a
nore sophisticated state that would allow us to say this has
sufficient prom se to be recomended for nore thorough
evaluation and join into the evidence on its way to becom ng
part of the evidence-based practices in the field.

|"mreturning now to the other two el enents of
our plan. The first one here is earlier and sinpler policy
review within SAMHSA. W have already done our up-front
pl anning for the com ng year, and our approach to this is we
have been doi ng planning on things that are in the President's
2004 budget request. So a lot of the notices of funding
avai lability, et cetera, are in the can, sort of ready to cone
out .

The word to ourselves and the word to people
working on this is if your programis not in the President's
budget, you really shouldn't be nmaking plans or spending your
time devel oping a grant announcenent, because we're novi ng
fromthe budget very clearly into inplenmentation of the
budget. 1'Il cone back to that. This is one of the key
el ements on the President's managenent agenda that we believe
will be significantly advanced here.

On the expected outconmes, you see a | ot of good

t hings: conmprehensive planning, which | just tal ked about.
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Go down to the fourth bullet there, reduced handoffs. W are
going to reduce the nunber of times a piece of paper or a
docunent, be it electronic or paper, goes fromthis one to
that one, back to this one, over to that one, back to that one
-- the rainbow chart. So that's what we are | ooking to do,
and this is very nmuch under our control. So if we fall down
on this, you will have no one to bl ame but SAMHSA.

The reengi neering review. W tal ked about this
in sone depth last time. We're going to enphasize nore front-
end triage, especially where there's high-volunme applications
with an expected | ow nunber of awards as dictated by the
budget funds available. W are going to be ensuring that
there's a tighter programmatic |ink between the program side
of the house and the application review, nore
t el econferencing, technol ogy support, and we are in the
process of shifting this operation, which now has a good deal
of contract support, to a conpetitively sourced operation in
2004.

| need to take a nmonment at this point to say we
are very optim stic about where we are on all of this. W are
not naive, and we believe that 2004 will be a major crunch and
transition year for SAMHSA as novenment on all three of these
fronts -- what we do, what we say we want to buy, and how we

review the applications -- ratchets in bit by bit. So we'l
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have a | ot of scheduling and |inkage issues to deal with this
year, but we are convinced that the bottomline will be nore
than worth it.

Here's what we think we need to |l et go of, and
this is mainly a SAVHSA thing. A lot of internal turf, a |ot
of changi ng views of what the m ssion and the policy are of
t he agency, and | hark back to ny earlier coments at the
beginning. If we don't have the vision and Charlie's
| eadership on m ssion and policy and where we're goi ng, yes,
you're going to have a |lot of changes because nobody knows
quite what it is and you'll try to nake it fit. Now we have a
tighter framework for what will and won't fit.

The notion that we need to reinvent every program
every tinme; and our suprene failing in the managenent
channels, at least in this part of the SAVMHSA organi zati on,
the tenmptation to change the rules all the time. | hope we
will get to where, yes, a deadline is in fact a deadline. W
are not the only organization, as |I'm sure you know, in the
world that is facing this particular kind of chall enge, and
|"msure it's an endem ¢ sort of thing.

Here's what we hope to gain, if | may just wap
up because I'mat the end. A shared vision internally and
externally. You will know what we're doing, we will be

conmmuni cating with you, and when you talk back to us, we wl|
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have a framework in which to dialogue with you about comments
and changes and tinkerings we m ght need to do for whatever it
s we're doing.

We are going to be tightening up on planning and
a nore coherent resource allocation.

Efficiency and norale is a major issue for us in
this arena, and we're | ooking to make great strides there.
We're actually having a | ot of project officers and people who
have been witing RFAs in the old way sort of |ike, "You nmean
" mnot going to have to do that anynore?” Yes, there's a
different way you can do this, faster and so on.

And com ng back to a bedrock issue, stability in
SAVHSA operations and grant activities. So if you come to
SAVHSA with a question, you will be comng to a place that is
relatively stable and can dial ogue with you constructively
rat her than, gee, we're not sure where we're going next year,
or we're not sure where we're going this year

| have to wap up with this. You cannot be an
agency head in this adm nistration, you certainly cannot be an
agency head in Secretary Thonpson's "one HHS" and not have
your eye on the President's managenment agenda all the time. |
nmenti oned before, and it continues, we get a traffic |ight
rating -- red, yellow or green -- every quarter on those five

el ements up there. The proposal that we have out now on the
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standard nechanisnms, as | look at it, it definitely relates to
human capital, actually comes out of our capital plan but
relates to our staff. It happens that we are using
conpetitive sourcing, but that's not inherent in this.

El ectronic government will be well positioned to
go to standard announcenents for the Departnent and the entire
governnment. The OMB is actually working on one place for any
grant across the entire government that you can get
information. So we're positioning ourselves for this.

Lastly, budget and performance integration,
because by |inking where we're going to the budget, the
pl anni ng, that's where we are.

These four announcenents are out for public
comment. Public coments are open until the 20th of October.
We have an emmil|l address so people can send in coments by
emai |, and we've gotten over 100 at this point generally along
two lines: "This is great, we |ove the idea, anything you can
do to make your lives sinpler and our lives sinpler, we're for
it," and "Where will my grant fit?" So we wanted especially
to be sure that all of our Council nenmbers were aware of this
initiative, that if you have questions or comments or anything
about it, to be sure that you |let us know, me, Jennifer,
Charlie, whoever.

We see this as a major advance. W have invested
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a lot of energy in this and we are, | think, very pleased
about where we are and a tad anxi ous about what we're going to
be facing as we go along the |ine.

That is it. | wll entertain any questions. But
first I do need to hark back to an opening theme of the
meeting. | want you to know that | amthe third happi est man.

(Laughter.)

DR. SULLI VAN: Okay. Questions?

MS. SULLIVAN: Frank, it is very difficult for me
-- and really, look at ne right now as a preschooler, right?
This is where | becone so enbarrassed, because when | | ook at
what you all do on a daily basis -- | nmean, there is not a
journalist who could do any of this. So please |ook at ne as
Ki ndergarten 101.

Let us take a general approach. A person wants a
governnment grant. This is just the nost sinplified question
possi ble. There is an agency or a group that has a |ong
hi story of great doings for great people. 101, all right?
How do they get noney? These are the basic kinds of who,
what, when, where, and how questions that | get all the tine,
and | don't know how to answer it w thout getting into a maze.
Do you know what | mean?

DR. SULLI VAN:  Yes.

MS. SULLIVAN: So as far as the basic "how do you
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get noney" question, can you help ne answer it? And pl ease
think of nme as a cute six-year-old child with pigtails.

DR. SULLIVAN: This will definitely help, and

your question pronpts me to think that we need to boil sonme of

this down into, as I"msure we will ultimately be planning to
do, a two-page fact sheet. You want a grant from SAVHSA?
Here's what we're buying, the four mechanisns, and |I'Il| call
t hem bl ue, purple, gray and aqua. | don't want to use red,
green or yellow, because those have vi bes.

So we buy services. We will help you provide
services. We will help you build your systemwith a single
point of entry with a way to train your workforce staff to
greet people when they cone in the clinic. W wll help you
take sonmet hing that | ooks prom sing and apply it in your own
backyard, is the third one. The fourth one is if you have
sonet hing you think is hot that ought to be considered for
nore serious evaluation, that's what we're doing.

So we are hoping that when this cones into play,

that's what we're going to be saying. W're buying these four

things, and this year we're buying it on the underage drinking

popul ation, the AIDS popul ation --
MS. SULLIVAN: Can you say that a little bit
cl oser to the mcrophone? | want to make sure it gets in the

transcri pt.
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DR. SULLIVAN: This year we aren't just buying,
but we are buying in the area of AIDS, we are buying in the
area of adol escent substance abuse treatnment, we are buying in
the area of reducing bullying. W're buying.

Anot her advantage to this approach, say we're
buyi ng reducing bullying. Well, in reducing bullying, we're
specifically going to buy some intervention service capacity,
and we're also going to buy sone infrastructure capacity, or
we're going to buy sone nunber 2 and nunmber 3. So we'll have
the ability in this framework to take a nore conprehensive
approach. If we're going to nake a major push -- 1"l stick
with bullying -- we're going to nake a major push on bullying,
| woul d hope you woul d see that SAMHSA is making a major push
on bullying and they're buying infrastructure, they're buying
services, they're |l ooking at best practices. That way, we
oursel ves can know how it fits together. One of the centers
m ght be doing this part, another that part, one branch this
part.

| think this will be a big step in making it
clear what it is SAVHSA is doing. The other thing |I woul d
say, and there's been a | ot of references to CMS this norning,
one of the things | |learned when | was up there is that if
it's not witten down and it's not on a piece of paper or it's

not in the system it didn't happen. So you can provide the
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best services in the world, and if there's not a paper record
that you did it and put down the right billing code, you're
not going to get reinbursed.

| say that because ultimately in the grant
process, the people have to put their idea on a piece of
paper, a disc, sonething where it can be evaluated and judged.
| think a lot of times, a | ot of applicants, especially new
applicants, find that process daunting. |It's |ike, "Wy can't
| just tell you what | want to do? Why can't | just show you
that we've had a real good track record here and you have
every reason to believe ne? Gve ne a grant.” You're going
to have to make a formal proposal. It's going to have to be
revi ewed by peer reviewers and objective experts in the field.
So that's sonething you should know when you go to the SAVHSA
store.

MS. SULLIVAN: Can | ask you, have you ever cone
up with a group of people who you could refer those kind of
people to as, you know, why don't you call so-and-so to help
you on how to document yourself?

DR. SULLIVAN: We do a lot of technical
assi stance for applicants as to what we are about. W give
wor kshops around the country. | think it would be worth
taking a new | ook at that now that we're going to have a

clearer picture of what it is we are doing. It should be
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easier for us to comunicate what it is we're doing.

MS. SULLIVAN: May | nention that there are a | ot
of weal t hy backed groups that could afford hiring a consultant
to get a governnent grant, but they would prefer to have
SAVHSA refer a group of people who know, not a certification
of such, but people who have been through the grant process.
| know already, just in my limted picking up the phone, "Oh
yes, she wwites grants,” and find out this person is filling
in a blank.

So is there a certification process that people
could conme to, even in grant certification or referral for
these small groups so that they can find sonmeone to help them
write grants or help them as the nmedi ator between you, that
t hey could take on, they could pay on their own to get the
grant so it takes the burden off you, and you could have even
a one-page referral of human beings that they could hire or
soneone in this mddle process?

DR. SULLIVAN: That's sonmething we could take a
| ook at. | know that | would be concerned about recomendi ng
Ri ch Kopanda will be your man to write your grant, and if you
get Rich Kopanda to write your grant, you're going to get a
grant from SAMHSA. We'd have to find a way to get that
i nformation out there w thout endorsing or guaranteeing. But

that's the kind of thing that is doable with the right kind
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of --

MS. SULLIVAN: No, |I'mtal king about a CPA ki nd
of registration. Do you know what |'m sayi ng?

MR. CURIE: We have to al ways be careful assuring
that there's a true conpetitive nature. There are a range of
appropri ate technical assistance ongoi ng workshops that are
given to the broad public about educating fol ks. Al so,
think individually there are those individuals who devel op a
reputation in the field of being conpetent grant-witers and
they're engaged by a variety of organi zations.

We' Il always need to be very careful to assure
the | evel playing field and non-biased conpetition. So we'd
have to be very careful in any role that we would play, but we
certainly have provi ded workshops, training, technical
assistance to help a broad range of entities who have not
applied for governnental funding before to |learn the ropes.

MS. SULLIVAN: My specific case, Charlie, is that
there are 483 charities in the Coachella Valley who are dying
to get even a small, to them governnent boost, while they
would put in a 10-to-1 dollar. It is to thema small
certification, and it is sonmewhat al ong the Bush endorsenent
of private funding along with public funding in a kind of co-
dependency. You can call it that. But these kind of people

al ways want sonmeone who kind of, "Well, what is this and how
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do we make this work?" They don't want to dip into the
government maze wi t hout having some kind of understanding.

| have noticed that when the Bush adm nistration
does want, and | think we've tal ked about at neetings before
where the Bush adm nistration would |like to have nore of these
private groups cone in with funding on certain prograns |ike
this, and if we're going to have a little governnent help with
sone big private charities and things like that, sort of this
coal escing of funding -- what do we call this?

MR. CURI E: Public/private partnershi ps.

MS. SULLI VAN: Thank you. Public/private
partnershi ps. Thank you very nuch.

If that's going to happen, | think those kind of
peopl e often ask for sonebody who has an understandi ng of this
governnment grant process, and they're very frustrated in that.
That seens to be the step that is mssing to making that
partnership continue.

DR. SULLIVAN: Lew s, did you have a question?

DR. GALLANT: Yes, | had a couple of comments.

In terms of the devel opment of the GFAs, is there any
i kel i hood that you will be seeking input, guidance fromthe
field in terms of what the need m ght be in terns of areas
t hat you mi ght end up devel oping a GFA around?
DR. SULLIVAN: | would say that we take the
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i nformati on we have about the needs fromthe field and our
comruni cation with councils and a wide variety of groups.
That's taken into account when we devel op our proposal for the
budget for a given year, and then once sonething nakes it into
that and clears the hurdles it needs to clear w thin SAMHSA
and the Department and OVB, that is sort of the fundanental
articulation of the major areas.

| think that is, as Charlie would say, the right
thing or the thing we're going to do. How we're going to go
about it I think is another area for dial ogue, and that's
where we would want to have as nuch of that how to go about it
di scussion up front, so that we're not |ooking at, yes, we're
goi ng to spend noney on Topic X and we're not sure how we're
going to do it.

So | think forums |ike this would be good for
t hat .

DR. GALLANT: One of the things |I would encourage
you to consider as you |ook at the SAVHSA data strategy woul d
be to | ook at the various data initiatives as possible
vehicl es by which you could draw fromthe need for certain
ki nds of targeting within state systens and nake that nore of
a formal process. | think, Charlie, you said a couple of
years ago that we're spending a | ot of nmoney on collecting

data, but we don't do much with the data. So | think as we
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evolve this data strategy, to let that drive, with input from
the communities and fromthe localities, fromthe states, the
kinds of things that you will eventually end up funding.

Secondly, I'd like to just comment that it's
amazing to see that an idea can, in fact, cross two neetings.
Generally, you hear an idea in one neeting and you don't hear
it again.

DR. SULLIVAN: | will take that as a conplinent.

(Laughter.)

DR. GALLANT: It is.

DR. SULLIVAN: | have a feeling that you are
| ooking at the reason for that up on the screen. W are very
much driven, and there is a |ot of continuity in the
Presi dent's managenent agenda. So sonetinmes good ideas don't
get anywhere, and that's not a good thing. Sonetines bad
i deas don't get anywhere, and that's a good thing. But right
now, anything on the President's nmanagenent agenda i s noving
sonehow, and it's a very good thing.

Just one quick thing. W are on
www. f eder al grants. gov. That is where all federal agencies are
mgrating to put their announcenments on there. W have been
up on there since February. |[|'Ill be sure Toian puts this
information in the next information packet to the Counci

menbers.
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MR. CURIE: | mght nention what we're passing
around right nowis relevant to Lewis' coments, the SAVHSA
data strategy, which Stephenie Colston will be tal ki ng about
| ater on, who is ny special assistant for substance abuse
issues. It gets right to the heart of what | think Lewis is
di scussing, that we need to streanmline our efforts in
gathering data. Data needs to be inform ng our budgetary
deci sions, which translates into what type of grants we would
be inclined to offer, as well as consider. As Daryl was just
mentioning to nme too, that's also in our performance
partnershi p grant process.

The short answer to your question is yes, Lew s,
but those are the mechanisnms for engaging that. So this is
for your edification in preparation for Stephanie's
present ation.

MS. SULLI VAN:  Frank, thank you very much. |
really, really appreciate it. For you to absolutely go
t hrough this maze -- and thank you for a new placemat, which
col ors do nmuch better in nmy dining room

(Laughter.)

MS. SULLI VAN: The rai nbow pl acemat, Charli e,
does much better in ny dining room

DR. SULLIVAN: 1I'mnot sure that's a good thing.

MS. SULLIVAN: It will remind all ny friends
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every single day exactly how much work you all have done to
clean up the mess, and | thank you all very, very nuch,
because it really is remarkable.

DR. SULLI VAN: Thank you.

MR. CURIE: | appreciate you nmentioning that too,
Kat hl een, because | can only heap praise on the group that did
this. Sone people said it could not be done. Frank hosted a
cel ebration dinner at his house of the people fromthe various
centers who were involved in this endeavor, and it was very
gratifying for nme to see the pride which every enpl oyee
exhi bited because of the result of this product. |It's really,
I think, a great exanple of what people can do when they
transcend turf and they have their eye on an outcome which is
going to be beneficial to all.

DR. SULLI VAN:  Sonehow | got nyself in the
position of if you get your proposal ready by February, ']
cook dinner for you. | think Gail Hutchings said let's add a
little incentive to this operation. So that's what it was.

MS. KADE: Yes, please?

MS. DIETER: | just wanted to echo that, too. |
think it's rare to see an evaluation or a new plan that
actually is so open about the flaws you see within the system
as it stands and going forward. | nean, it's just very

i npressive. We're very happy.
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DR. SULLI VAN: Thank you. | just have to
acknow edge, as Charlie did, that this represents the work of
a | ot of people in the agency who have kept their shoul der to
t he wheel for all the right reasons.

MS. KADE: Barbara, did you want to make a | ast
coment ?

MS. HUFF: | want to be just l|ike those 100
peopl e who have witten an email. | want to ask a question.

DR. SULLI VAN: Okay.

MS. HUFF: | want to first say | really like
this, because | think that's what everybody's first inpression
is, and I do. | want to congratul ate you on your work.

|"mtrying to figure out if famly organizations
were going to call our office and say what do you know about
where fam |y organi zations and consuner organi zations and
techni cal assistance centers kind of fit in this, 1'd be hard
pressed to tell themexactly. So ny sense is |'mgoing to be
the one that gets that call, probably, and you al so m ght get
it by email. But | just want to be able to assure nyself and
ot hers that they're not anongst the 15 percent that you're
tal ki ng about that this won't fit for.

DR. SULLIVAN: No. One of the things that is in
all of the announcenents that are on the website is a clear

articulation of eligibility, and not-for-profit and comrunity-
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based organi zations are eligible to apply for all of these
grants.

MS. HUFF: Okay. Can | get nore specific? Can
be nore specific? SAMHSA funds the statewi de fam |y networks,
and there's 42 of themnow, and they fund a technica
assi stance center associated with that, and they fund consuner
organi zations and techni cal assistance centers.

MR. CURIE: Part of the other discussion we
haven't had today which we don't have tinme for is that there's
this distinction, too, between grants and contracts.

DR. SULLI VAN: Ri ght.

MR. CURIE: And some of what we tal k about in the
TA centers sonetinmes are contracts, and that's sonmewhat of a
di fferent process.

MS. HUFF: Okay. Well, | was thinking nore about
t he cooperative agreenent. W don't have that, so |I'm not
bei ng self-centered around ny question.

DR. SULLIVAN: | think for everyone who has this
question, the first thing you should do is to | ook at what's
covered in each of the nmechanisms, and | think that when you
| ook at the infrastructure one and the best practices one, all
of the infrastructure, capacity building, information
exchange, know edge exchange is covered. So that's part of

the flexible menu fromwhich applicants can sel ect.
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MS. HUFF: That was the question. Thank you.

MS. KADE: Frank, relative to that question,
coul d you explain how once these standard nmechani sns are out,
there will be notices of funding and you'll be able to clearly
i dentify your progranf?

DR. SULLIVAN: Right. The four standard
mechani snms are sort of the basis on which we will then target
by short, brief, three pages or less, notices of funding
availability, and it's in that that we would be rmuch nore
specific with regard to this is geared towards consuner and

fam lies with whatever, this is geared towards treatnent

providers in high geographic concern areas. So it will be
sort of a blending, and that way we'll have out there the
mar ket basket of what we buy, and then we will be able to
figure out how we want to advance the different areas, |ike

consunmer and famly, capacity.
MS. HUFF: That's good. Thank you.
MS. KADE: Thank you very nuch, Frank, and
Jenni fer for the good backup.
Since we're running late, what we will be doing
is rescheduling the presentation on the nental health
conm ssion report for this afternoon, so we'll get back to you
with a revised schedule. W wanted to make sure that we had

enough time for public coments. So | would like to open the
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session for public comment, and the first nanme on nmy list is
John de M randa, the National Association on Alcohol, Drugs
and Disability.

MR. DE M RANDA: Thank you. 1'mhere not to talk
about what we do at the National Association on Alcohol, Drugs
and Disability. | believe the |last neeting we had a coupl e of
people come from our board and talk to you about that, and
there's sonme information out on the table in our newsletter if
you're interested.

What |'mreally here to talk about today is an
energing issue that | think is basically a threat to the
al cohol, drug and nental health fields, and that is the case
before the Suprenme Court right now. The name of the case is
Rayt heon v. Hernandez, and let ne preface with a few coments.

When | first got involved in the disability issue
as a substance abuse professional, one of the |eaders in that
novenment said to ne, "You know, back in the early '70s, when
we were working hard in the disability field to include
al cohol and drugs as a disability, we didn't get a | ot of
support fromyou fol ks, but we felt it was the right thing to
do, so we did it." She also went on to predict that our
continui ng di sengagenment with the broader disability comunity
woul d be to our disadvantage. When the Americans with

Disabilities Act was passed in 1990, as sone of you may
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recall, we |ost sonme ground, we |ost sone protections for
people with disabilities.

Simlarly, the case before the Supreme Court now
presents that same potentiality. W could |lose big tinme, we
could lose in alittle way, or we can be reinforced by the
deci sion of the court.

Very briefly, M. Hernandez was an enpl oyee at
Hughes Aircraft in southern California. He tested positive
for cocaine and was given the opportunity to resign, which he
did. Three years |later, after treatnment and well into
recovery, he presented hinself for rehire, and the conpany,
whi ch at that point had been purchased by Raytheon, refused to
hire him

A lot of the case turns on the details and the
procedure around that decision to not rehire, but M.

Her nandez went forward and filed a | awsuit agai nst Raytheon,
claimng that his rights as a disabl ed person with addiction
had been denied him The initial court found for Raytheon in
a summary judgment. M. Hernandez appeal ed the case to the
9th Circuit Court of Appeals in San Franci sco, which reversed
t he judgnment and found for M. Hernandez. Raytheon has
appeal ed the case to the Suprenme Court, and the Court has
agreed to hear the case, which | think expresses sone interest

on the part of the Court to this whole issue of whether
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someone with an addiction is disabled; and secondly, whether
the rights and responsibilities of the enployer trunp
di sability status.

Oral arguments will be heard on Cctober 8th, and
I["'mcurrently talking with a nunmber of |eaders in the al cohol,
drug and disability communities about devel oping a
conmmuni cati ons canpaign to express our concern about this case
and to educate the al cohol, drug, nental health and disability
fields about this case.

The worst-case scenario is that further
restrictions come to bear on whether or not an addict or an
al coholic is disabled. It also has inplications for other
di sabilities, including nental health and physical sensory
devel opnental disabilities, and historically the Court has
been narrowi ng the scope of the ADA. So there's quite a
possibility that that m ght be the direction, although with
this Court | think it's very hard to predict.

The Johnson Institute is in the process of
working with us to develop a brochure that will comrunicate
this issue to the field. Fortunately, we have a little bit of
time even though the oral argunents will be heard on the 8th,
and | plan to be there, and there nmay even be a press
conference on the steps that norning. The decision will not

be out until the spring, when the Court gets ready to suspend
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for the year.

So the good news is that an ami cus brief has been
filed by the Betty Ford Center, by my organi zation and ot her
organi zations in the field, including the NAADAC organi zation
that's represented here today, the state addiction systens
that's represented here today. Unfortunately, the
adm ni stration has chimed in on the side of Raytheon, and the
Solicitor CGeneral has submtted a brief in support of
Rayt heon. So | want to bring this to your attention,
encourage you either individually or organizationally to get
engaged in this issue. | think it's a very inportant one.
believe that an article | wote for Alcoholismand Drug Abuse
Weekly has been distributed in your packets, | believe, and

there are sone outside there.

That's all | have to say about this. [It's by way
of briefing you. | would like to just also take the
opportunity, since the RFA process is under redesign, | would

use this as an opportunity to reiterate our request to M.
Curie that was made sonme tinme ago to make sure that in the
redesi gned RFA, the Anericans with Disabilities Act is |isted
as one of the certifications for contractors and grantees,
which it is not as we speak. Sone 13 years after the passage
of the Americans with Disabilities Act, | think it's tinme for

SAVMHSA to include that as a certification since other federal
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| aws, such as the Clean Air Act, the Clean Water Act, the
Drug- Free Workpl ace Act, are required certifications. |It's
really time to bring the ADA into that.

"Il end with that. Does anybody have any
questi ons about the case?

(No response.)

MR. DE M RANDA: Thank you.

MS. KADE: Thank you very nuch.

The next person on the list is Bill Northey of
AAMFT.

DR. NORTHEY: Hi there. What |'ve asked to be
handed out is a draft of our core conpetencies for the
profession of marriage and famly therapy. Wat we have done
is convene a task force to | ook at, rather than focusing our
education on standards --

MS. SULLIVAN: I'msorry. Could you just repeat
that? We had trouble hearing it. Go ahead, say it again.

DR. NORTHEY: Sure, core conpetencies for the
profession. So what is the m ninmal standard of skills and
know edge that marriage and famly therapists need to have in
order to practice independently in both nental health and
subst ance abuse agenci es and settings.

We convened a task force of about 50 fol ks and

asked themto generate ideas about what is it that MFTs know
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how to do, and also what is it that they should know how to
do. This is kind of the third iteration right now [It's got
136 conpetencies broken down into six domains, basically
| ooki ng at how people enter treatnent, what are the things
t hey need to know about assessnment and intervention, research,
program eval uati on, diagnosis and assessnent, and it's now
currently on our website. W' re getting feedback from our
general nmenbership, and then the idea is that we will take
these and use themto influence both the accreditation
process. Forty-six states license marriage and famly
therapists right now, so it will go into how the |icenses are
i ssued, the exams that they have to take. We'll also | ook at
training. Currently, training is standards oriented, so you
have to have X nunber of courses, but it's not output
oriented. It doesn't look at the skills and the know edge
that's obtained through that process.

So we wanted to share that with the Council.
There's some background information in the cover letter. |If
you have any feedback, you can contact nme about it. W're
al so going to convene an educator summt next July to take
t hese, once they're finalized, which they should be by
January, take those and say, okay, how does training need to
change, what are the things that are currently being done

wel |, what are curricula going to |look |ike, what kinds of
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t ext books, and things along those |ines.

Thank you.

MS. KADE: Thank you very nuch.

The next person on ny |list is Frank Canizal es
from I HS.

| hope | pronounced your nane correctly.

MR. CANI ZALES: That's close enough. | always
say it's like a can of olives, except it's Canizales.

|"'m here on behalf of Dr. Gimmfrom I ndian
Heal th Service, who was invited to the nmeeting, and |I'mvery
pl eased to be here for probably the fourth National Advisory
Council nmeeting. | just want to say that this is nmy fourth
year of a detail fromlIndian Health Service that was asked by
SAVHSA, going into the fourth year, for us to spend two days a
week at SAMHSA, CSAT particularly, looking at the state bl ock
grants and |linkage with Anmerican Indian and Al aska Native
communi ties and issues.

|"d also like to take this opportunity to thank
M. Curie specifically for his tinme and efforts and energy in
traveling to Indian country and seeing sonme of the situations
that we live under, which has just reiterated the critica
i mportance of collaboration, which we started through SAVHSA' s
invitation four years ago.

We have had neetings with the state bl ock grant
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directors for the last three years. W started with the
frontier states. W had about 10 frontier states at the first
meeting in Coeur d Alene, lIdaho. That was with about 50
people there. We went to Chandler the follow ng year. W had
about 120 people. This |last June, we had a nati onal
| HS/ SAVHSA col | aborative neeting in San Di ego, California, and
we had anticipated 150 participants. W had over 300. W' ve
expanded the state directors' involvenent. All 35 Indian
reservation states nationally were invited, and we had 21
state directors that were able to attend, which we were very
excited about.

For 2004, we have our hotel reserved for June
8th, 9th and 10th, again in San Diego, California. W're also
expanding it to |l ook at border issues. Canada has expressed a
great deal of interest in participating and | ooking at border
i ssues in Indian country and services that are utilized, along
with Mexico. So we're very excited about the future and the
continued growth and positive interaction between the state
directors' block grants, both in treatnment and prevention.
This last year was the first tine that prevention cane into
t he venue, and we're just absolutely excited about that, and
we're | ooking for continued expansion in that field.

| just wanted to say one last thing. | always

say |'ma California Indian. | come froma small reservation
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3,000 m|es away, about 60 mles from Yosemte National Park.
It's on 300 acres of |land, and we have 100 acres that we live
on. As |'ve said before, 200 of those acres are for our
tribal chairman's seven cows. There are 48 voting nmenbers,
tribal council nenbers, of which | amone. Being here for
four years in the D.C. area and working at a national |evel, |
certainly have | earned that cooperation and coll aboration are
so critical, and especially for our community based on our
smal | budget in Indian Health Service and the extreme needs in
our comunities.

As your Household Survey just indicated, our
adol escent youth in American Indian and Al aska Native
popul ations is a little over 20 percent of our adol escents are
in severe trouble. The point | want to make is are the things
that you do here in D.C. translating out in Indian country? |
can truly say yes, they are. Are they inpactful? Yes, they
are. Are they critical to our continued positive growth in
health care issues? Absolutely.

| have in front of me a nmonthly newspaper that
cones frommy tribal council called Me-Wk Country Today. |
was | ooking at this nonth's publication, and you find out who
is doing what, and it's a real positive spin on what's going
on in the community and the different prograns that are

happening. | was reading through it and | got to the section
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call ed Youth and Al cohol, and | thought gosh, this | ooks kind
of famliar. So | read it and I'm | ooking in the back here,
and here it is, U S. Departnment of Health and Human Servi ces,
Subst ance Abuse and Mental Health Services.

Your voice is being heard in ny little tiny
community in California 3,000 mles away, on a tiny little
reservation, and | thank all of you for your continued support
and efforts that you do, because what you say and what you do
does count. Thank you very nuch.

MS. KADE: Thank you very nuch.

Kat hl een, did you want to say somnething?

MS. SULLIVAN: | just want you to know how
touched I am by your comrents in that | live on Agua Caliente
| and. For nmany people who don't know the "Land of Betty
Ford," which everyone talks so often with, it's only a block
away from Agua Caliente, and how many could |I go on about?
There's Morongo, and as we go down the tribal checkerboard of
t he desert, many people don't know that the Palm Springs | and
and Frank Sinatra is a bl ock away from another Indian tribe.
The Pal m Springs | and was checkerboarded with tribes.

So when | say | live on tribal land, | do. W
conmuni ty nei ghbors are ny Native neighbors, and I do live and
pay $900 a nonth to the Agua Caliente, and ny band is owned by

the Agua Caliente tribe. So may | just nmention that for many
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people who |ive back here, it may be an off name, Native
Ameri cans, but for many of us in the west, and for those of us
who have just read the California budget and realize how nmuch
the Native Anericans are contributing to next year's
California budget, we do know t hrough, their casino system
the inportance of the Native American.

| as a Council nenber reviewed the stats that had
been given |ast nonth, and | see the critical need to these
peopl e and how they are doubly affected -- that's the only way
| can say it -- to the statistics, to the children and to the
yout h and through all the prograns, and how | see the Native
Ameri cans do not feel welcome within the County system of
Ri versi de, for whatever apparent reason.

May | just nention to all of you here that the
Native American comrunity is very deep in ny heart, but they
live in my home and nmy honme is the reservation. So | want to
thank all of you, too, and Charlie, for all the efforts you
have nmade on the part of the Native Americans, as he so
el oquently said. They have been truly hit by substance abuse
and do need our attention. Thank you.

MS. KADE: Thank you very nuch.

We have tinme for nore public comment. | would
encourage people to conme up to the mke, and if you could

announce yourself and proceed. You can stand there or at the
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t abl e.

MR. RAY: Charles Ray with the National Council.
| want to thank Charlie Curie and Betty Duke for pulling
toget her around the primary care event. Every day |I'mgetting
nore calls fromour state associations, fromthe primry care
associ ati ons about requests for technical assistance, what are
t he best nodels and the best practices, and with Pablo's
| eadership in a nunber of areas, with Bob G over's group, it
really is inportant for the workforce and for the coordination
of care to cone together in support of the President's
recomrendations, 2.2 and 4. 4.

We al so are going to commt ourselves to the
canpai gn for nental health transformation, and we believe that
that is probably the nost inportant vehicle to pull physical
heal t h, nmental health and addictions together. Thank you for
your | eader shi p.

MS. KADE: Thank you.

DR. ZLOTNIK: Joan Zlotnik with the Institute for
t he Advancenment of Social Wrk Research. | want to
particularly comment on sonme of the discussions related to
wor kf orce that have occurred and the issues around the | ack of
trai ni ng and conpetence and the workl oad and the salary
issues. | think they're really critical. There's an article

in the nost recent issue of Youth Today about the salaries for
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even service workers and how abom nabl e they are.

So in | ooking at not just issues around evidence-
based practice and curricul um devel opnment but really how you
can sort of upgrade and attract a new cadre of people and the
kind of |eadership we have at the Council, and certainly at
SAMHSA with Charlie and Jim Stone, | think is really
i nport ant.

The other thing | really wanted to nmention, it
was sort of touched in brief, but around the collaboration
bet ween SAMHSA and HRSA and ot her federal partners. | think
that's really critical, particularly when | ooking at workforce
i ssues and how the Bureau of Health Professions and their
efforts can link with what SAVHSA will be doing in ternms of
the transformati on of the nental health systemand fitting the
wor kf orce and the training pieces in that, and to make sure
that as we're | ooking at nental health issues, that we make
sure that the nental health needs of our ol der population are
really paranount also in |ooking at the service delivery
system the famly issues, and the co-occurring issues around
depressi on and other things that people have so el oquently
tal ked about fromtheir personal experiences here, but real
world in terms of |ooking at what are the health centers and
the nental health centers and the nmental health staff really

need to be able to do. Thanks.
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MS. KADE: Thank you.

MR. MOLLOY: Hi. |'mPaul Mlloy with Oxford
House. Two years ago tonmorrow, Dr. Clark and Charlie Curie
and | were having breakfast with Secretary Thonmpson in
cel ebration of Recovery Month. A | ot has happened since two
years ago tonorrow, not the |east of which is SAVHSA and
everybody in governnent and out of governnent has sort of
risen to the occasion and said how can we do our jobs better
than we did before.

As we | ook at television and see the 26 mllion
fol ks over in Irag who haven't got the slightest idea of how
denocracy works, each of us began to think about what we'd
taken for granted. It is that thinking about what we've taken
for granted that gets us into new ways of trying to approach
ol d probl ens.

A coupl e of weeks ago Ivette Torres and her
Recovery Month group had a bunch of fol ks together who did
various things in recovery around the country. Last weekend
Ivette was down in Baton Rouge, Louisiana, where there were
all kinds of groups in the State of Louisiana getting together
cel ebrating recovery, how you deal with recovery, whether it's
from al coholism drug addiction, or nmental health. She ran
into one fell ow down there who is with Oxford House and

starting to get 34 Oxford Houses going in Louisiana, and Marty
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first came into Oxford House nine years ago, and he was 36
years old. He'd spent 17 of his 36 years in prison, not
because of one term He'd been convicted 31 tines.

He'd conme out, rob a Safeway or sonething else in
order to get drugs. Marty's now got nine years in opening
these Oxford Houses down in Louisiana. For those of you who
don't know, Oxford Houses are rented houses. W own no
property, have no noney, have no assets. W just rent houses
and put eight to twelve recovering people in it, of the sanme
sex, and then they follow a standardi zed system of operati on,
and that standardi zed system of operation is denocratic and
based on the New Engl and town neeting, part of our culture,
part of something the Iraqgis don't have the slightest notion
about. But we elect officers and do that.

| started the first Oxford House back in 1975.

In 1989, there were 18 of them Governnent showed how it
could act as a catal yst, because there was a snmall | oan
programto encourage states to do this, and we set up a little
central office. Those 18 Oxford Houses have now grown to 987
Oxford Houses. In 1989, when we started that expansion, there
were 200 people living in Oxford Houses. Today, there's 8,700
people living in Oxford Houses.

| mention this partly to push Oxford House, but

partly to push the notion that the chall enge of this
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organi zation is to figure out how governnent can be a
catalyst, to open the door so that Anerican citizens can help
themselves. Only in Anerica would AA have started. Only in
America would NA have started, or Oxford House, because part
of the American culture is self-help, a free people getting
together to help thensel ves.

| hate to quote de Tocqueville; everybody does.

But in 1835, when he travell ed across the country, he was
fasci nated by the uni queness of Anerica in that Anmericans
voluntarily put things together. He said a tree mght fall in
Pennsyl vania, Charlie, across a trail, and the nei ghbors just
got together and chopped the tree away to open the trai

again. He also nentioned that the Americans in 1835 had al

ki nds of voluntary associations to deal with intoxification
and craziness. W're still in that same place, but I
chal l enge you all to figure out how government can use a |ight
touch in order to encourage everybody in Anerica who has got
sonething to offer, to offer it.

We're a smart, can-do people, and we need every
smart, can-do person in this country to deal with the probl ens
of al coholism drug addiction, and nental health, because they
all involve behavior change. To get behavi or change over the
long term it requires a changing in our culture so that folks

figure out how folks |Iike nme, who was plain old drunk, doesn't
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go back where he came from |Instead, he lives with sone
peers, gets sonme structure, gets excited about how you |ive
life with confortable sobriety.

Fifty-six percent of the folks in Oxford House
are dual |y di agnosed, bipolar, schizophrenic. Fifty-eight
percent have been honel ess. The average | ength of
homel essness, six nonths. Two Congresses ago, Senator Stevens
said I'd like the Departnent of Defense to take a | ook at how
Oxford House should fit in. He did it for two reasons. He
want ed sone Oxford Houses up in Alaska. |'m happy to say
there are now seven Oxford Houses up in Anchorage. But | was
shocked when | | earned that the Departnment of Defense's
approach to al coholism drug addiction and nental health had
changed conpletely fromwhat it was when | was famliar with
it in the late '70s and the early '80s.

It used to be the nodel prograns were in the
Department of Defense. Sonewhere along the way, we as a
society shifted to this zero-based tolerance. |[If you ve got a
drunk or a druggie in the mlitary, throw him out quick. Now
| think the situation has changed again since 9/11. So the
mlitary can't afford that kind of philosophy. |'"min hopes
that you will carry back to the DOD, gosh, we've got to |ook
into this Oxford House thing. 1It's real cheap. They just

rent houses. They live together. They throw people out if
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they rel apse.

NI AAA and NI DA have hired DePaul University to do
sone studies, and they say 80 percent stay clean and sober,
which is fantastic.

So |'ve given you ny propaganda speech, but |
hope |1've also given you a little bit of inspiration that as
citizens in this country, we've got to set an exanple now for
people all over the world. This damed denocracy thing really
wor ks. Sonme of the exciting stuff that happens in Oxford
House -- | should nention that we've been around now for 28
years. About half the folks in Oxford House are bl ack, half
are white, and we've never had a racial problem W have 112
Native Americans, and we've never had an | ndian war.

So | hope to keep up the good work. Push that
Recovery Month notion. Figure out how to get the crimnal
justice systeminvolved in these tables, because they're doing
a lot of stuff. The Departnment of Labor notivates all these
EAP fol ks. VA has a nuch | arger budget than you have for
al cohol i sm and drug addi ction, and God knows how we tap into
Medi care funds. Thanks.

MS. HUFF: Can | ask you a question? Do you
serve adol escents?

MR. MOLLOY: Yes, at 17, 18. W also have 21

houses that are wonen with children, and we have four houses
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that are men with children. They're very difficult, they're
very hard to do, but | can say w thout qualification that
we' ve had nore success than any wel |l -funded program anywhere
in the country.

MS. HUFF: Does the sane noney serve adol escents,
17 or 18? Does it make any difference?

MR. MOLLOY: Everybody pays their own way. We
don't ask for noney.

MS. HUFF: Oh, | guess | should have asked you

t hat .
MR. MOLLOY: You go get a job.
MS5. HUFF: Are these kids in school, 17 and 187
MR. MOLLOY: Yes. They work at MDonal d' s at
night. |If you' ve never worked before, the Departnent of Labor

usual ly comes over and says what kind of job training prograns

do you guys have? There's a house at Northanpton Street and

Connecticut Avenue in the District that we always bring people

out to show. It's a show house and has been there since 1976.
The guys say we tell fol ks when they come in if the only job
you've had is selling drugs and you dropped out of school in
the 3rd grade or sonething, the way this thing works is we'l
take you down to Magruder's, they'll give you a job. You've
got to get up every norning when you' re supposed to, show up

on time, keep your nouth shut all day, do what the nman tells
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you, |eave at the end of the day when the job is over, and
they' || probably pay you at the end of the week.

People do that, and they do it over and over, and
pretty soon they've caught that work ethic w thout drinking
and wi t hout using drugs, and that works wi th adol escents, it
works with folks who have got all kinds of other problens. |If
you're bipolar and you're living at Oxford House, your peers
are going to say to you, "Take your lithium™" or whatever
ot her medicine you' re supposed to take. |[|f your behavior
changes and you don't recognize it, the peers are going to
say, "Have you seen your doctor recently? Something is
happeni ng. "

Keep it sinple. Rely on this whole notion in
Ameri ca that nei ghbors can get together and hel p thensel ves.
Don't get bogged down with zoning laws. Just nove into good
houses i n good nei ghborhoods and | eave it to recovering
| awyers around the country to bail you out.

(Laughter.)

(Appl ause.)

MS. KADE: Thank you very nuch.

MS5. HUFF: | like that a |ot.

MS. HOLMES: M nane is Nancy Holnes. |I'mwith
DB Consulting Group here in Silver Spring. W're a snall

busi ness, a mnority-owned business, and an SBA 8(a) firm
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We're al so supporting your neeting today.

| just wanted to quickly address your conmmrent
about how does a community or faith-based group even begin to
start to get through that maze. SAVMHSA has done a very
i nnovative and creative action about that in devel oping a
curriculumon howto wite federal grants. | was a part of
that, but it was |led by our Sandy Stevens, who is back here,
with SAVHSA, so you can ask her nore questions in detail about
t hat .

But we took that curriculumall over the country,
and it turned into a training of trainers project so that it
could continue to have a ripple effect. Wat we found is that
| can teach anybody the ABCs of how to put a grant together.
It's notivating those groups that have creative, interesting
ideas to work within their cultures, their comunities, what
t hey know works and how to shape that into what CSAP, CSAT,
CVHS, wherever the grant origin is comng fromand how t hey
put that together.

That notivation part is the hard part, and that's
what we have to keep working towards, to continue to help
peopl e understand that it's not just about witing it but it's
about believing that you can win, and that is hard to convey.
But when you were saying is there a group of people we can

get, is there a group of grant writers or whatever, ny
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personal self-evaluation is when |I |eave that training, when |
ask the question, "Do you want nme to cone here and wite your
grant?" they're supposed to say no, because they need to be
able to convey what their programis doing in their own words,
and in that process it hel ps them develop their projects and
their ideas and their own infrastructure.

So that's what's inportant to ne. The other
little pitch I'd put is having also done peer review neetings
and facilitating that process, that we need to do trainings
with our peer reviewers. We need to see sone different faces.
We need to see sonme community and faith-based representation,
nore so than we do on our particular conmttees, so that the
grantees that are submitting are feeling |ike there are people
on those peer review commttees that can hear them understand
t hem and support their efforts.

It has been delightful to do that process, but
t he phone rings off the hook. W get many, many, many
requests, even if SAMHSA and their funds can't pay for it. W
get those requests over and over, help us, help us, we want to
bring our ideas to SAMHSA. So, thank you.

MS. DI ETER: So where does one seize grant-
writing curriculums that SAVMHSA has created?

MS. KADE: Actually, | was going to nmention that

we're going through the final editing stage and we're about to
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publish the manual in the Federal Register. Toian, once
that's done, we should alert the Council.

M5. DIETER: So it would be accessible over the
website?

MS. KADE: Yes, that is correct.

MS. DIETER: And in the nmeantinme, people who are
interested in grants sinply go to the website and | ook under
grants and feel their way through that?

MS. KADE: At this point that is correct,
al t hough they do plan to schedule nore training sessions. But
t he manual shoul d be available publicly -- Sandy, how | ong do
you t hink?

MS. STEPHENS: Actually, the participant manual
is avail able on SAMHSA' s website now.

MS. KADE: Okay.

MS. DI ETER: So what do you | ook under?

MS. STEPHENS: We're still tweaking it, and it's
not that easy to download, but it's also available in hard
copy (i naudi bl e).

MS. KADE: So we can get you that information
from our SAVMHSA website, we can provide you information to get
it fromthe clearinghouse, and we'll let you know when it's on
t he Federal Register.

MS. DIETER: That would be great. You'll get
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that to us?

MS. KADE: Sure.

MS. DI ETER: That would be great. Thank you.

MS5. HOLMES: And again, | would encourage that
not only people learn that process, but that there's sone
interaction and working with trainers, with training of
trainers, to help put that into the conmmunity for it to make
sense, because it can still seemvery daunting. Witing it
was daunting. Reading it is daunting. So we want to nmake
sure that's very user friendly. Sandy has done a wonderf ul
job trying to make sure that happened. But the interactive
exerci ses and the actual hands-on work you can do with people

that are notivated to submit their ideas to you is really

i nport ant.

MS. SULLI VAN: Thank you so nuch for appearing.
The oddest thing is that | sat at a |luncheon | ooking at 10
wormen. One worman was with $2.4 billion, and | didn't have an

answer. That is nmy frustration. They have the notivation and
the noney. So if we all can get together with them that's
what |' m sayi ng.

MS. HOLMES: That's very true, and again that's
one of the pitches to try to find notivation for grantees that
| use, that if you can wite a federal grant, you can wite

any grant. It is time to tap into |ots of other sources. But
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again, the course that was created hel ps prograns devel op
t hensel ves, for themto identify all the factors that are
going to be part of the evaluation criteria, but they end up,
even if they don't win the first tinme or the second tine or
the seventh time, they end up with a stronger project and nuch
nore clarity in their own mssion and their objectives.

MS. SULLIVAN: Great. Thank you. Thanks so
much.

MS. KADE: Okay, thanks a | ot.

MS. HUFF: What was your nane again?

MS. HOLMES: Nancy Holnes. [I'mwth DB
Consul ti ng Group.

MS. SULLIVAN: Oh, we |ove you.

MS. HOLMES: Thank you very much. Me personally?

MS. SULLIVAN: We love all your people.

MS. HOLMES: Thank you. But actually, all that
work -- you can go to Sandy Stephens here in SAVHSA and she
can give you all that information.

MS. SULLIVAN: | should say to all of you in the
public, the reason why | said that is because they make al
our travel arrangenents for all the people sitting here.
That's why | nentioned that.

MS. KADE: We wel come nore public comments. |f

we could [imt the comments to about three m nutes so that we
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can proceed with the schedul e, because we plan to reconvene at
1:15.

MS. RAAYMAKERS: Hi. M nane is Marty
Raaynmakers, and | saw people doing the hungry shuffle, so |
understand that. |'mthe NAM Consuner Council chair, and I
woul d respectfully like to offer the assistance of the nenbers
of the NAM Consuner Council. W |ook forward to regularly
attending neetings |ike these, as well as consunmer survivor
subcomm tt ee neeti ngs.

The NAM Consuner Council is excited and
encouraged not only at the report of the New Freedom
Comm ssion, we're also excited by the changes that are taking
place within SAMHSA. 1'd like to say that we have
representatives not only in every state but in the
territories, and truthfully our consuner database is
t housands. Nornmally, NAM is considered a famly
organi zation. That's not necessarily true. The Consumner
Council is trying to do intentional outreach to SAVHSA. W'd
like to work with you.

MS. KADE: Thank you very nuch.

MR. SHAPIRO. Hi. |'m Howard Shapiro, executive
di rector of State Associations of Addiction Services.

Charlie mentioned in his opening remarks that

there is the possibility of an additional $200 mllion each
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year for the next three years under the President's Access to
Recovery proposal. \What he did not nmention is that this noney
is in jeopardy. It is very nuch in doubt at this point given
different feelings in Congress and given the pressures on the
Labor HHS appropriations bill. So he probably couldn't say
this, but I think I can. Gven this gathering of |eaders of
the field, I didn't want to let the opportunity pass to
encourage each of the Council nmenmbers in their own capacities
as | eaders of their organizations to contact nenbers of
Congress and to encourage ny coll eagues in the peanut gallery
here to do the sane.

Now is the time. This appropriations bill is on
t he Senate floor and is going to be going to conference soon.
Charlie can't do this on his own. |If the field doesn't speak

up now, if the | eadership doesn't push for that noney now, in

addition to pronoting the block grant as -- and Charlie al ways
says this -- the core infrastructure, then that opportunity is
going to be lost, and it's $200 mllion and | ots of treatnent

capacity slots. Thank you.

MS. KADE: Thank you very nuch.

MR. WHI TEHEAD: Good norning. |'m Donal d
VWhi t ehead, the executive director for the National Coalition
for the Honel ess. Four years ago, the advocacy comrunity for

homel ess i ndi viduals, along with SAVHSA, created the grants
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that benefit homeless individuals. 1'd |like to thank SAVHSA
for that continued comm tnment towards one of the nost
vul nerabl e popul ati ons, a population that definitely
negatively is affected by substance abuse and nental health
i ssues, and | hope that the adm nistration continues that
comm t ment .

We do have a piece of the legislation that we
hel ped draft very briefly, the Bringing America Hone Act,
which is a part of the Bringing America Hone canpai gn that
calls for an increase in appropriation |evels for that
program So | hope that you'll support that piece of
| egi sl ation and continue the comm tnment towards this very
vul nerabl e popul ati on. Thanks.

MS. KADE: Thank you.

MR. HARLE: Hello. M nane is Mke Harle. [|I'm
t he vice president of Therapeutic Communities of Anmerica.
We're probably the | argest user of the block grant for
substance abuse, and | was asked by the nenbership to cone
here today to talk to you. | agree with Howard, we need al
t he resources we can get. The demand far outstrips the need.

A good exanple of that is |I have a programin
Balti nore. W have 60,000 addicts in Baltinore, and | opened
the first programin 30 years that has been opened there for

substance abuse. It's a pretty sad comentary on our society
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that it's taken that |ong.

Three of the |argest foundations in that
community would |ike to open up another one and have actually
found the | and and have funded the devel opnent of a new
institution. They're going to have to hold off for a couple
of years, for 18 nonths at |east, because there is no staff.
We have a workforce crisis. |If there's going to be any
expansi on of treatnent, you're going to run quickly into a
problem and the problemis that in our field we don't use CAT
scan machines. Qur tools are the people, the human resources,
and we have a crisis.

An exampl e of that crisis is that 20 percent of
my wor kforce -- | have about 800 enployees. Twenty percent of
themw |l either retire or be retired in the next five years.
That's 20 percent of them A |arge percentage of them
particularly people in recovery, have hepatitis C and probably
in the near future will either be disabled or dead. So there
are sone real problenms that have been there significantly.
There's the aging of this workforce. |'mnot going to harp on
t hat because | think everyone already knows that.

The problemis that we need to be doi ng sonething
about it, and what we feel is that there's a |lot of discussion
about this issue. The crisis has not turned into action, and

we would like to help in any way we can to turn this into sone
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ki nd of action. Just a statistic you m ght want to keep your
eye on. The National Survey on Drug Abuse and Health that was
out on the table, if you look in that report, and you don't
have to, the age group of 18- to 25-year-olds using cocaine is
up significantly, heroin, prescription pain killers, ecstasy,
and net hanphetam nes. So this covers the whole country.
There's a significant increase.

Those fol ks haven't even showed up in treatnment
yet. Let ne tell you what's happening here. That group
hasn't shown up, and what's starting to happen is they're not
being able to access and they're dying. | have pictures in ny
wal | et of dead children, parents that |'ve dealt with who
couldn't get their kids into treatnment. Now, part of that has
to do with private insurance not doing its |oad and pretty
much, as | see it, killing kids. But even beyond that, it's
now pushed all those children, young adults, into the drug and
al cohol system

We can't handle them and then you' re going to
ask us to do three other things, work with people in the
crimnal justice system work with people with severe and
persi stent nental illness, and provide training to peopl e,
cross-training, sone significant training we need to do, on an
average salary of $25,000 a year. |I'mhere to |l et you know - -

" mnot here to blame you. It's no one's fault, but it is our
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problem and if we don't address it -- and | have sone
suggesti ons.

You have in your package a very brief letter
It's very brief. 1t's one page, one and a half pages. You
don't have to use it as a placemt, and it has a couple of
suggestions there. Loan repaynents. Sone of these things
have al ready been done in other fields and they're easy to
steal. We can steal stuff a |lot easier than we can recreate
them and HRSA can probably help us with a |ot of these
i ssues. Schol arshi ps, coll aborative efforts with community
colleges. It's sonething that's not taught in the community
coll eges and in state colleges. Public service announcenents,
career | adders, pathways for people in recovery to get into
the field. That's where the passion is, and we've closed the
doors.

One of the things we've done is we've raised the
bar for people. But at the same time we were raising the bar,
we were shutting the door, and pretty much we've shut the door
to people in recovery, to mnorities, to get in the door to do
this kind of work. People aren't going to do this kind of
wor k just because they |ook at a career chart and they say,
you know, substance abuse treatnent, and particularly when
we're dealing with nental health, substance abuse, and a

little homel essness, it's sonething | really aspire to do.
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But there are people who have that passion, many of themin
this room and we've got to make those pathways for themto
get into this field.

| know that you're hungry, but | want to let you
know that this has got to be a priority, and if it's not, it's
going to be a crisis. I'mhere just to warn you. That's it.
Thank you.

MS. KADE: Thank you very nuch.

We' || take one |ast comment.

MS. FORD- ROEGNER: I'Il hurry.

MS. KADE: And | would rem nd you that we do have
anot her comment session scheduled for later this afternoon.

MS. FORD- ROEGNER: |'m Pat Ford- Roegner, the
executive director of the staff who staff all of these
facilities, the counselors across this nation. | just want to
rei nforce what Howard Shapiro and others said about the
| eadership around this table in terns of getting in touch with
your nmenbers of Congress and others, which we can certainly
tal k about.

We wi |l be having our annual conference next
week, Sunday through Wednesday. W encourage anyone who woul d
like to be part of that in SAMHSA or CSAT or those who have
schol arships for front-line counselors who are finding it nuch

nore difficult to get to annual neetings. W' ve started a
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student committee to really reach out to people for the
future. | unfortunately didn't get a chance to talk to Betty
Janmes when she was here, but certified substance abuse
counsel ors are not covered by HRSA' s | oan repaynment program
We have a bill pending with Senator Biden to address that
i ssue and ask for your support on that.

We're very pleased that the Smthers Foundation
has given us several scholarships that we will be handi ng out
directly to counselors who are in school at the nmonment who
hope to aspire to this profession.

So again, thank you, Charles, for your support
and your | eadership. We really do need to address the future
wor kf orce issues, and we will be continuing to be an advocate
for that.

MS. KADE: Thank you very nuch.

We are schedul ed to reconvene at 1:35, when we

will have the presentation of the Mental Health Comm ssion
report, and then our schedule will be nodified so that at 2:15
we' Il be discussing the advances in nedication, and then at

2:40 the strategic prevention framework.
So we'll see you at 1:35. Thank you.
(Wher eupon, at 12:38 p.m, the nmeeting was

recessed for lunch, to reconvene at 1:35 p.m)
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AFTERNOON SESSI ON (1:44 p.m)

MS. KADE: Let's reconvene, and our next itemis
a summary of the recomrendations fromthe Mental Health
Comm ssion report. M. Curie and Gail Hutchings will be doing
t he presentati on.

MR. CURI E: Thank you, Daryl.

We do have a PowerPoint to go through today to
present to the Council. Please excuse ny back to the audience
her e.

The title of the President's New Freedom
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Comm ssion report is "Achieving the Prom se,” and the
Comm ssion, just in ternms of rem nding fol ks, was established
on April 29th of 2002, where the President, in Al buquerque,
announced the formation of the Comm ssion, at the sane tine

announci ng his support for nental health parity, where he

said, "Anericans with nmental illness deserve a health system
that treats their illness with the sane urgency as physi cal
illness.” | think you'll see where that sentence ends up

actually being a theme throughout the report and its
recomrendati ons.

At that time he indicated that there nust be
t hree obstacles that we nust overconme. One is the stigm
around nental illness and the discrimnation that takes place
as a result of the stignma. Fragnmentation, a fragmented nental
health service delivery system |In fact, one could make an
argunment that there is no such thing as a nental health
service delivery system But clearly, the fragnentation of
the different agencies that are involved nmake it very
difficult to navigate. And again, unequal treatnment and
dollar limts for nental health care and private health
i nsur ance.

The President noved to address that second
obstacle that was nentioned by form ng the Mental Health

Comm ssi on and agai n studying the problens and the current
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fragnented service delivery system to identify those problens
and then make recommendations for inmedi ate inprovenents.

The principles of the Comm ssion that basically
gui ded the Commission in its deliberations. One, |ooking and
i dentifying positive individual outconmes guiding us.

Secondly, the best use of community-based care. Thirdly, cost
ef fectiveness and reducing barriers were also principles

i nvol ved, recognizing we do have limted resources and we need
to maxi m ze and | everage our dollars. And noving best
research to best practice, noving what we know works into what
wor ks, and | ooki ng at ways where we can support innovation,
flexibility, accountability at all |evels of government.

The charge and the goal of the Comm ssion, which
you can find in the Executive Order of the Comm ssion, is "The
Comm ssi on shall recomrend i nprovenents to enable adults with
serious nental illness and children with severe enotional
di sturbance to live, work, learn and participate fully in
their community.” | think you see that idea of a life in the
community for everyone cones through there quite strongly.

The nenmbers of the Conm ssion, 15 appointed
comm ssioners fromthe public and private sectors. W had
representatives fromstate governnents, fromthe judicia
branch, mental health providers and advocates; we al so had

consuner representation. There is the list. One coment --
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and I know M ke Hogan, the chairman, nmakes this comment often
and it's true -- they do not represent the usual suspects. W
have a w de range of individuals who, nmany of them have never
necessarily been in a national |eadership position around
mental health, and we also think that that added to the depth
and credibility of the Comm ssion.

Ex officio nmenmbers. These were menbers who were
there by virtue of their office based on both the Executive
Order as well as appointnents by Secretary Thonpson. As you
can see, the Departnent of Health and Human Services, we did
have CMS, Dennis Smith, the head of Medicaid, was the
representative. Initially, Rueben King Shaw, who was deputy
adm ni strator for CMS, was the representative. 1In the
Nati onal Institutes for Health, they designated the director
of the National Institute for Mental Health to be the
representative. That was TomlInsell. Mself from SAVHSA.

The Department of Education, Robert Pasternak. From HUD we
had Pat Carlisle, fromLabor Chris Spears. I'mglad to see
Larry here today. Fran Murphy from VA, who was just a
trenmendous -- between Larry and Fran, the VA partici pated
quite fully in the Comm ssion.

The subcomm ttees that the Conm ssion was
organi zed around. As you can see, | won't list each one. But

you can see that the wi de range of issues that are critical to
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mental health service delivery were addressed. As a result of
t he subcomm ttee process, while they infornmed the goals and
the recommendati ons, you will also be seeing over the next few
nont hs papers rel eased which are not an official part of the
Comm ssi on report, but the work of those subcommttees, for
posterity's sake and for the record, will be avail able, which
will give people, | think, a current scan of current thinking
al ong those areas.

Each subcomm ttee, of course, analyzed a problem
or program identified the federal progranms involved,
consi dered policy options and reconmendati ons.

Again, an interimreport was required as part of
the Executive Order. That was issued at about the end of
October. The interimreport was to give an update on the
findings and barriers. As you can see, those are sone of the
maj or findings in the interimreport, fragnmentation being a
maj or theme for both children and adults; high unenpl oynent
and disability, the disabling aspects of serious nental
illness; older adults not receiving the care that they need,;
and nmental health and suicide prevention not yet truly
accepted as national priorities.

The final report gives us what | think is a clear
vision for a transforned system the principles that need to

underline that transformti on. Transformation is a word that
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was consci ously chosen. It was determ ned that fragnentation
that we saw in the system that the unacceptability of the
status quo was such that it was going to take nore than just
tweaki ng a current system nore than just a reform \When you
tal k about reform wusually you talk about a one-tine act of
reform ng sonmething. Transformation tal ks about an ongoi ng
process of a systemthat needs to be an evol ving system one
that maintains a relevance over tinme. Again, as you | ook at
t he goal s and recomendati ons and where we go from here, those
goals that are stated truly reflect what we think a
transformed systemw ||l | ook Iike.

Agai n, the Secretary supported this report.
"Achi eving the Prom se: Transform ng Mental Health Care in
America" marks a significant mlestone in our efforts to
enabl e people with nental illness to live, work, |earn and
participate fully in their comunities. The one thing |I m ght
mention about this -- of course, the Secretary conmmends the
wor k of the comm ssioners and heartily endorses that we nove
ahead with an action agenda. The vision for that is
articulated as a future in which everyone with mental ill ness
will recover, can recover; nental illness can be prevented or
cured and detected early; and everyone of all ages with a
mental illness has access to effective treatnent and supports

that are essential for living, working, |earning and
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participating fully in the conmmunity.

Agai n, sonme of the underlying principles that the
Comm ssi on reached consensus on, that services and treatnents
are consunmer and famly centered, not focused primarily on the
demands of bureaucracies; that they provide real and
meani ngful choice of treatnment and providers. You'll be
seeing that care is then focused on pronoting a consuner's
ability to manage |life's chall enges successfully, facilitating
recovery, building resilience, not just managi ng synptons. In
ot her words, people learn how to manage their |ives instead of
bei ng managed by a system People |earn how to manage their
illness. They learn how to manage their life.

These are the six overarching goals. Goal 1,
Ameri cans understand that nmental health is essential to
overall health, understanding that the link is inextricable
and that we need to clearly understand that nmental health
shoul d be on par with overall health. | wll not be going
over each recomendation in this particular presentation, but
t he recommendati ons get at such things as integration wth
primary care settings, that primary care settings and primry
care providers need to have at their disposal and routinely do
screeni ngs around depression, routinely do screening around
mental illnesses, serious enotional disturbances for children.

Al so, we talk here about a national awareness thrust, a range
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of coordinated activities which conmunicate to the American
public and to school children about debunking the nyths around
mental health, raising awareness around nental health, and
al so having a national strategy around suicide prevention in
particular and bringing that into the mainstream

Goal 2, a transforned systemis one in which
mental health care is consuner and famly driven. "Driven" is
a particular chosen phrase in that you'll also see the word
"centered" used at times. But driven was particularly used
t hroughout this because there's a difference between consuner
and famly centered care and consuner and fam |y driven care.
It's very inportant to be thinking in ternms of consuners
having a say in what their own treatnment plan would be, having
ownership of that plan, fam |y nmenbers participating in that
pl an so that the recovery process is engaged by all the key
i ndi viduals involved in a person's life.

"Driven" also indicates that consuners and famly
members shoul d be at the public policy table at the federal
| evel, the state |level, the county |evel, hel ping shape public
policy around nmental health. W also know that we need to be
aligning the federal progranms to inprove access and
accountability to care, and that needs to be translated at the
state and |l ocal levels as well.

Part of this also gets at the whole notion of a
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systemin which access to care opens up in the natura
settings where people find thenselves, that it's not a black
box of where do I connect with the nmental health system but
the nental health systemis apparent in people's day-to-day
lives.

One of the mmjor concrete recomendations that
will come out of that is a conprehensive state plan. To ne,
this is one of the nobst exciting and profound aspects of what
| see com ng out of an action agenda fromthis plan, and that
is the idea that as we align the federal agencies -- and
again, we got a great running start with the federal agencies
that were ex officio menbers -- that we then work with our
counterparts in the states, and we are working already in
partnership with NASMHPD and NGA and NASADAD, to begi n working
with the notion of a conprehensive nmental health plan that's
not just com ng out of the state nental health authorities. |
t hi nk Pabl o woul d agree, | know Ji mwould agree, and those of
us who have been comm ssioners in a state would agree that a
state mental health authority can only go so far with its own
plan. It's not going to necessarily carry a |lot of clout with
t he housing authorities, with the justice departnent, it's not
going to carry a lot of clout with the education system or
even the drug and al cohol systemif it's just com ng out of

t he nental health authority.
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But if it's a coordinated expectati on out of the
governor's office and you have CMS telling the state Medicaid
authorities that they need to be participating and we're
| ooking for this conprehensive plan, you have HUD, you have
Labor, you have others fromthe federal |evel saying this is
sonet hing that's expected, we could have one of the nost
prof ound changes in the world occur, that we have every agency
engaged at the state level in a true nmental health plan of
that state which enlists those federal agencies that have sone
role in recovery, in assuring recovery.

Al so, we would see a system where we fully
integrate adults and children into their comunities, as
call ed for under O nstead, basically a systemthat clearly
does protect and enhance the rights of consunmers. Also, we
include in this, and I'd be rem ss not to nmention, ending such
practices as seclusion and restraint in environments where,
agai n, people can easily feel like they're being controlled
and not |learn how to control their own lives.

Goal 3, disparities in nmental health services are
elimnated. Again, this is consistent with the goal in the
Departnment in disparity in health care in general, and that's
assuring that our services are accessible by mnorities, that
they are culturally conmpetent. Another way of describing it,

the way |'ve described it, and | think it's consistent with
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this, is that services becone part of the fabric of
nei ghbor hoods and communities. W know what works, but that
has to be part of a transfornmed system that no matter what
community you live in, no matter what your racial and ethnic
background, no matter if you live in renote areas -- and we do
focus in this goal on rural areas and geographic disparity as
well. You don't have access to care, and we need to make it a
priority and ways of concretely goi ng about assuring access no
matter where you live in this country.

Goal 4. To nme, this is one of the critical
goals, and that's early nental health screening, assessnent,
and referral to services are comon practice. Pronote the
mental health of young children. Schools have to have access
to mental health care, and access to care and assessnent has
to become part of school life for children. Preschool,
primary care settings. Wen we tal k about the integration
with primary care and pediatric care, there are nodels that
were described in the report, that there are instrunments today
so you can really go about doing that. But the ongoing
training of primary care providers, and al so school systens,
to assure that assessnent and services are readily avail abl e.

The ot her aspect to Goal 4, we did tal k about co-
occurring substance abuse and nental health disorders,

recogni zing that there is such a thing as a w ndow of
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opportunity during those teen years where we see individuals
t hat begin using, and then abusing, and then becom ng
dependent on substances, and they really have had an energi ng
serious enotional disturbance and actual nental illness in
their teen years that has gone undi agnosed. But if it was
di agnosed early, screened early, you can reclaim-- well, you
can nore than reclaim You can save years of a quality life
in the future, and this Goal 4 recognizes that.

Goal 5, excellent nental health care is delivered
and research is accelerated. Basically, the recomrendation 1
under that specifically states accel erated research on
recovery and resilience, recognizing recovery and resilience
needs to be at the heart of the service delivery system and
ultimately to cure and prevent nmental illness. 1In other
words, we recognize at NIH that a quest for the cure is very
much part of their vision, and we share that vision. Keep in
mnd that the Mental Health Comm ssion was to focus on the
mental health service delivery system so not a lot of tinme
was spent on the cure, but it was inportant to acknow edge
that this is an inmportant priority.

Recommendati ons around this include advancing
evi dence- based practices, finding ways to align financi al
resources and incentives, again identifying ongoing what we

know wor ks, and then having incentives aligned, training
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al i gned, ongoing in-service training aligned and academ a
aligned to ensure that we shorten that lag tine of 15 to 20
years before research findings get translated into conmon
practice, that we shorten that lag time. Also, expand and
i nprove the workforce providing evidence-based nental health
servi ces, again through academ a and in-service training.

We al so need to devel op a know edge base in four
under - studi ed areas, and those four areas that were nentioned
in particular were to devel op conprehensive mnority nental
heal th research prograns; study the effects of long-term
medi cation use -- we need a | ot nore study in that area and
arena; exam ne the inpact of trauma on nental health,
particularly of wonen, children, and victinms of violent crinme
and the role that plays in one's nmental health and nental
illness; and address the acute care issues for persons in
crisis who need a safe and intensive treatnment environnent.

Goal 6. | think, again, this is a goal that |
menti oned yesterday that you clearly see is part of health
care transformation in general, that technology is used to
access nental health care and information. | always add, and
it's not stated, but to also inmprove quality as part of that
goal as well, and that we use basically technol ogy and
tel ehealth to i nprove access and coordination. Part of the

solution to the rural and renpbte area will be using that
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arena. We're seeing today that technology is available in
homes as never before. People can truly have a portal of
entry to nmental health assessnent services and informtion,
hopefully right in their homes if we use technol ogy correctly.

Devel op and inplenent, as | nentioned earlier
this norning, the integrated electronic health record being a
maj or recomendati on here and needing to nove ahead.

So in summary, the Comm ssion proposes a
conmbi nati on of goals and recommendations that together
represent a strong plan for action. No single goal or
recommendati on al one can achi eve the needed changes. W need
to keep in mnd that also not one federal agency, no |evel or
branch of governnent, no el enent of the private sector can

acconplish the needed change on its own. Transformation al so

neans we're all in this together. Collaboration between
public and private sectors, anong all |evels of government, is
critical, crucial. It's also critical or crucial that, again,

we have consuners, famlies, providers, counties, states,
federal officials all engaged, and academ a all engaged in
this.

Agai n, local innovations under the mantl e of
nati onal | eadership can |lead the way for successful
transformati on throughout the country. So again, everyone has

a role in that process.
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So where do we go from here? Where we go is
devel opi ng an action agenda. |'m pleased to say that SAMHSA
has been given the | ead and that basically it's our honor that
the Secretary has asked us to undertake the first review and
response to this report. What we are going to do and what we
are doing already in this process is working at bringing
toget her the federal agencies to begin to devel op those
rel ati onshi ps on an ongoi ng basis.

| have appointed, in developing a national action
plan internally, while the Secretary and the Wite House have
asked SAVHSA and nyself to take the | ead on behalf of the
adm ni stration to operationalize this within SAVHSA, |'ve
asked Kat hryn Power, the director of the Center for Mental
Heal th Services, to take the | eadership of the SAVHSA team

Those individuals on that core teamw || include
Gail Hutchings, who will be my personal representative to that
process on an ongoi ng basis. Stan Ei chenauer, who is deputy
executive director of the Mental Health Comm ssion, is going
to remain aboard as a project director. | saw Sybil here
earlier. Sybil Goldman, our children's czar, will be on that
overall governing committee as well. Also, Mark Weber is
going to be part of that process, because we think
communi cating the action agenda and hel pi ng shape that is

going to be inportant fromthe outset.
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Again, we're |ooking to have a cross-cutting
federal agency agenda that can better assist state
governments. We want to make sure that the federal governnment
IS giving a consistent nessage to all state agencies, and
that's going to take coordination, it's going to take ongoing
work and effort to make sure that all state agencies are
getting the same nessage around the nental health agenda.

Governors. Again, we're going to be relying
heavily on governors' offices. W're going to be working with
t he NGA, because they have the authority and clout to bring
all those agencies together.

Agai n, local agencies can adopt and adapt
prograns of excellence in their communities. One of the
t hi ngs we heard about consistently -- and those of us who have
been providers know this is true, that many times you want to
do the right things but the financial incentives aren't |ined
up to do the right things, or you can only bill for a
particul ar kind of service. That's why it's going to be
i nportant for us to have ongoing connections with providers
and payers, as well as the principles and the nodels that work
to make sure that we align those incentives.

Pol i cymakers and advocates hopefully can use the
Comm ssion's findings and recomendations to transform public

policy. W' re encouraging people to take this report right
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now and not wait for there to be an overall action agenda.
You can take what's in that report now and begin using it and
hel p set the groundwork for change. Again, we're taking an
i nventory right now of everything we're working on and have
been working on that's relevant to the recommendati ons of this
report, and we're going to be putting that into the franmework
of that national action agenda. There's a review of that
process that | mentioned earlier with the inventory, internal
and external stakeholders working closely with our federal
partners.

To | earn nore about the report and how you can
hel p achieve its goals, there's the 1-800 nunber. Also, we
still have a |live nental healthcomm ssion.gov online, and that
can al so be accessed through the SAVHSA website as well.

Any questions?

DR. HERNANDEZ: So do we expect the Matrix
Rel oaded, as you described it earlier, to be in line with --

MR. CURIE: Absolutely. 1In fact, | would say
that if you take a | ook at the current matrix, |let alone the
new matrix, | think you can see a |ot of fidelity between the
matri x and the issues that have been highlighted in the report
that we need to address. | think the Mental Health Comm ssion
report gives us a foundation |ike we have never had before.

When | tal ked about stars being aligned earlier, we have a
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Presidential Conm ssion report now that, for the first tinme,
formally enbraces resilience, a prevention agenda, and early
i nterventi on agenda, and recovery as the fram ng for
i nterventions and treatnents and supports, and that's
significant.

The good news is as we conduct the inventory of
what we're already doing and how it fits within acconplishing
a transfornmed system a | ot of groundwork and a | ot of
activity and a lot of progress is already being made. So
hopeful ly, out of the chute, we're going to already show sone
progress and groundwork being laid with an acti on agenda.

That action agenda will have a federal plan, of course, of how
t he federal agencies are aligning, but then the national

action plan is going to be engaging state, |ocal and
everyone's invol venent.

DR. HERNANDEZ: So then one could becone
del usi onal and think about the docunment we saw earlier

"Managi ng the M ssion,"” the reengi neering of the discretionary
grants to be kind of a toolkit for us to be thinking about
what will be forthconm ng.

MR. CURIE: Absolutely. | nean, the
di scretionary grant process | think is set up now in such a

way that you can use that as a tool, and use the Comm ssion

report as a way of filling in that structure.
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DR. HERNANDEZ: Thank you.

MR. CURIE: Am | taking these questions, or
Daryl ? Okay.

Bar bar a?

MS. HUFF: You have all the subconmttee reports
that | think are also going to be just a terrific advocacy
tool. Are you going to publish those? | think you are,
aren't you, going to publish those separately?

MR. CURI E: Yes, yes.

MS. HUFF: Okay. Do you have any tineline ideas
on when those m ght be done?

MR. CURIE: [It's immnent. Immnent in federa
gover nnent neans two years.

(Laughter.)

MR. CURIE: No, | would say we anticipate this
fall. They should be out hopefully within two nonths.

MS. HUTCHINGS: | think we're going to need to
nmake a decision as to whether we're going to roll them out
i ndividually. The children and famly one is about 100 pages
and needs to be edited, et cetera. So | think we're going to
roll them out one by one, and given the two-colum |ist of
subcomm ttees, you can see that will be pretty daunting. But
sone are nmuch nore ready to go soon. So | think, starting in

t he next nonth or so, you'll see the beginnings of them cone
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out and get going. There's a tremendous anmount in there.
MR. CURIE: [|'d rather see themroll out

separately because if we wait for themall to be done, it

woul d take a while because they're at different points of

devel opnment right now. ['d say in the next six to eight
weeks, you'll start seeing sonme rollout.

MS. HUFF: |Is the children's one kind of done, or
is it one of themthat needs nore work? |I'mjust trying to
think of atinmeline. I'mtrying to think of our conference,
Charlie, and what we coul d have.

MS. GOLDMAN: | don't know what status it's in

with the editor, but | think that the children's one was one

of the, if I do say so nyself, one of the better devel oped

ones, but it nmay be too | ong.

MS. HUFF: | thought it was terrific.

MS. HUTCHI NGS: We'll get back to you, Barbara,

on this, particularly on that one.

MR. CURIE: The one thing I'll mention about the

subcommittee reports is to keep in mnd that the official

report that the White House accepted is what's in now. That's

what consensus was reached on by the whole Comm ssion -- the

goal s of transformation, the 19 recomendati ons, and the body

of what's in there. | think the key word here -- the

subcommittee reports are there to informthe field, and |
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think will be used as a very valuable reference for informng
the field.

Lewi s, and then Bert, and then Gwnn. Lew s,
Bert, Gwynn.

DR. GALLANT: First of all, let me say | thought
t he Comm ssion process was very thorough and very open to
receiving information froma variety of stakehol ders,

i ncludi ng the substance abuse comunity, and | wanted to
acknow edge that. The Comm ssion invited the substance abuse
commttee to testify here in Washington and as it noved around
the country.

One of the issues that we testified on was the
i ssue of co-occurring nental illness and substance use
di sorders, and one of the things that we told the Conm ssion
t hat we were supportive of was the NASVHPD/ NASADAD nat i onal
di al ogue on services for persons with co-occurring nenta
i1l ness and substance use di sorders.

However, | don't think the conm ssioners either
under st ood or appreciated the amount of work and negoti ation
that went into the creation of that dialogue and the creation
of the framework that underpins it. So I would ask that as
t he individual subconmttee reports are rolled out and used as
wor ki ng docunments, that we attenpt to refranme or at | east

i ncorporate the thinking that the two associations, along with
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all the conmm ssioners and substance abuse state directors who
contributed to that process, put into trying to bridge this
| ongstanding gulf that the two fields had and that the
di al ogue attenpts to resolve, and ensure that that |anguage
and those nethods that we put forward as a way of bridging
that are, in fact, the basis fromwhich we continue to nove
f orward.

| think you all have endorsed the franmework.
It'"s in the report to Congress. You funded SASS and
behavi oral health councils to help with the inplenentation of
the framework. So | would hope that all that work is not | ost
by virtue of a recomrendation fromthe Comm ssion that seens
to tal k about only integrated care.

| think as you are well aware, integrated care is
one form of treatnment that sone folk require, but not al
folk. |If you have primary SA, you don't require necessarily
integrated care. I|If you have primary M, you don't
necessarily require integrated care in terms of co-occurring
integrated care. So | would just request that that be a
consi deration as you continue to fine-tune and rel ease these
reports in the future.

MR. CURI E: Yes, thank you, Lewis. The good news
is the Comm ssion report did endorse the co-occurring report

to Congress, which does clearly describe the quadrants and
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descri be that approach. Also, the subconmttee report com ng
out will be a nore detailed, in-depth docunment that wll be
getting at the matters you've just described as well.

| think the ongoing challenge will continue to be
quanti fying those quadrants nore as the data come in. | think
when we get to the point in the afternoon of talking about the
Househol d Survey, | think we're beginning to see sone things
com ng out of the Household Survey that can help us quantify
that. CObviously, the Commi ssion didn't have access to that at
this point, and that's one thing that we need to continue to
work on. But | think you'll find that there with that
process, and we're going to continue to be working on the
nati onal sunmt on co-occurring.

Again, | nentioned the Johari w ndow earlier.
That's my shorthand way to tal k about the quadrant that Lew s
is tal king about.

Thank you, Lew s.

Bert ?

DR. PEPPER: | think that the opportunity for
| eadership that you have, Charlie, in terms of bringing forth
concrete plans for inplenentation are nore vital now than they
woul d have been even 10 years ago, because just to place
mental health and substance abuse prevention and treatnent in

context, we're nmuch worse off now than we were 10 years ago in
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the United States. W' ve |lost a |ot of noney. Managed care
has not been kind to nmental health or substance abuse.
Lengt hs of stay in acute psychiatric hospitals and in detoxes
are abusively and crimnally short in ternms of clinical needs.
Patients are being abused by three-day stays for major nental
i1l ness or serious states of intoxication, or toxic states.
Resi denti al care for substance abuse has been elimnated in
pl ace after place in the |ast decade. Psychiatric hospitals
that were reputed to be the finest in the world are now pl aces
that just shuffle people around for a few days, then dunp them
out .

This is the actual context in which this
Comm ssi on has been neeting and in which this Council sits and
represents the interests of the country and calls upon you,
with the mandate fromthe President and from Tommy Thonpson,
to bring this forward. W know that there will be no federal
funds to inplenent any new progranms other than the few that
you've mentioned, because that's built into the nandate to the
Comm ssion. We know that the state budgets are being cut
ri ght now, particularly Medicaid, all across the country
because of terrible shortfalls in state budgets.

We know t hat managed care has noved noney out of
ment al heal th and substance abuse into other kinds of health

care at the sanme tine that | would say, if | were to
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characterize what's happened to nental health and substance
abuse care in the |ast decade in this country, | would say
that the mantra would be "We know a | ot nore, we do a | ot
less.” We know a lot nmore in terns of that we differentiated
many ki nds of disorders, many kinds of treatnent. W have
particularized in a very useful way scientifically. W know
so nuch nore, but we are so nmuch worse off in terms of putting
it into integrated practice, and | use "integration” in the
broadest sense -- health and nental health, health and
subst ance abuse, substance abuse and heal th.

We' ve atoni zed care as we've aton zed know edge,
and that's not the goal. The goal of calculus is you take it
apart so you know what the pieces are; put it back together.
That, | think, represents a challenge to you and the staff
here to go far beyond state and federal government, where the
noney i s not avail able, to people who are going to pay, which
is going to be private insurance and it's going to be
foundati on nmoney and ot her non-governnental sources. The
strongest way you're going to be able to get that kind of
support is by public education. There's not a famly in this
country that, if they were educated, would fail to understand
their personal stake in nmental health and substance abuse
prevention and treatnment.

MR. CURI E: Thank you, Bert.
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A couple of points. As Bert is referring to the
noney issue around the Executive Order, it was not that there
woul d be no additional noney added to the system The notion
was we needed as a commission to |ook at a nental health
service delivery system and what el enents and what node
programs work with an idea toward gaining efficiencies, but
the key there is if we could denonstrate what a transfornmed
system woul d | ook Ii ke and should | ook like, it then puts us
in a position to be able to use our current resources nore
wi sely and justify resources in the future.

| know the President was not |ooking for a
conm ssion that would cone in and say here's what we need to
do and we could do all this only if you give us nore noney
which tends to be kind of the way to approach things. It was
| ooking for a nore fundanmental structural approach. Yes, we
need to exani ne both the cross-systens agenda anong the
federal agencies to | everage resources and do it in the
context of a recovery plan for individuals and then we al so
need to be looking at it in the context of the conprehensive
state plan; in other words, pulling that together.

| would also nmention that this gives us the
opportunity also to put nonies out for incentives, nonies out
for ways of approaching states and systens to perhaps use our

dollars differently and use them better, but | think you well
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stated the issues there.

Gmwynn?

MS. DIETER: Yes, | first want to say |I'm so
i mpressed by this report. For nme as a famly nenber of a
consunmer who's been frustrated, saddened and desperate nmany
times over the |ast several years in trying to access good
care for that person, this report was unbelievable to nme, that
it actually stated and addressed things | had encountered on a
personal level in many ways, and to ne it just is a trenendous
opportunity to make this transformation.

| agree with everything Bert said, and | guess
the main question | have at this point in tim is a couple of
things. When this report was released in our newspapers at
home in Col orado, there were a couple of articles on it. |
didn't see anything much on the news, | could have mi ssed it,
and to pick up Bert's point, | really think the opportunity to
finance and i nprove care as you do your report is only going
to conme if the public is nade aware of what is going on and I
don't think your average person knows unl ess they have an
instance in their famly.

| "' mwondering if a national education initiative
is part of it. 1'mwondering how the nmedia can be used or is
used by SAMHSA in different initiatives that you have because

I"m just uninforned, it's not that | haven't seen it, and |I'm
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really hoping that as you're doing your inventory and doi ng
these different things that the education initiative can begin
ri ght away and whether nore can be presented to the nmedia so
that the country becones aware of this situation and then |
think as you devel op your guidelines, you will have a nuch
greater chance of getting the funding.

MR. CURIE: You're exactly right, and in fact
Mar k Weber coul d speak to the nmedi a aspect probably far better
than | can. The only way this is going to be done is through
a nultifaceted approach as well as public/private
partnershi ps, and we do have M. Fuqua who appeared in front
of the commi ssion from Atlanta along with Tom Johnson and
anot her individual, businessnen who have becone very open
about their depression. They put a mllion dollars on the
table for a national awareness canpaign. They're |ooking for
us to help match that. W're |ooking to take advantage of
that and work with themand it's going to take an ongoi ng
rel ati onship being devel oped with the nmedia in order to have
t hese issues highlighted.

There's al ready been groundwork laid on a
nati onal suicide prevention strategy which has not been rolled
out yet but is looking to now being rolled out in the context
of this Mental Health Conm ssion Report and that mnultifaceted

appr oach.
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We al so need to be |l ooking at the curriculumin
schools, in elemnentary schools, for exanple, in health
cl asses, how s nental health being taught to our young peopl e,
how s substance abuse being taught to our young people, and
getting it into the day-to-day cultural ground water. | nean,
you | earn a | ot about personal hygiene as you' re taking health
classes in elementary school. To have a real focus on issues
around how one feels and nental health and dealing with the
stigm at an early age, again it's going to be nultifaceted.
So you're definitely, I think, articulating what needs to be
i nvol ved in addressing especially that Goal Number 1 and
that's exactly what you're getting at.

MS. DIETER: Right, and, for instance, |'mjust
sitting at honme thinking pieces of the Drug Use and Health
report, the charts that are in there, are very hel pful, things
like that. Singular items, can they be, for instance,
delivered to every health teacher in the United States and
per haps three pages that are neant for parents if their
children will take them home. | just keep thinking of sort of
smal | things that could --

MR. CURIE: Absolutely. | think those are the
exact types of things we should be | ooking at. Right now, we
have the Reach Out Now Programthat every year in the spring

every fifth grade teacher receives. |It's on underage drinking
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and they have enough packets to send home with each child to
their parents. So there's a classroomcurriculum there's
that at-honme curriculum for parents who want to reinforce
that, and Scholastic is saying they're getting higher ratings
t han any other programthey' ve done in terns of teachers using
it and recalling their use of it and howit is actually
overall inmplenmented, and | think that offers us a nodel we can
| ook at.

| also m ght nmention that we do have in eight

states right now and this is part of the inventory that wll
be included in the inventory, Center for Mental Health

Services have the Elimnating Barriers Project which is

addressing stigm and nmental illness and nental health in a
very direct way. | know that there's a proposal, | think, for
$2 mllion for an antistigm canpaign that Senator Donmenici's

supported that can be used in this national awareness and
utilizing the nmedia and others. So | think the ideas you have
brought forth, we'd invite those ideas to be brought forward
now as Kathryn's going through a process right now of
col l ecting that inventory.

MS. DI ETER  Yes, because now is the tine,
because the President supports it and we've got this report
and that packet is fantastic, by the way, the Schol astic

Magazi ne, and it's so usable. Anyway, thank you.
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MR. CURIE: Daryl, how nuch tinme do we have left?

MS. KADE: | would give 5 or 10 m nutes before we
get too far behind.

MR. CURI E: Diane?

MS5. HOLDER: | just wanted to ask a little bit
nore about the corporate potential relationships that SAVHSA
may be able to develop. There was a survey done in Pittsburgh
about two years ago of a |ot of enployers, small and medi um
and | arge-size businesses, and really trying to identify to
what extent that understood the nental health benefits of
t heir enpl oyees and whether or not they prioritized themin
any neani ngful way, and unfortunately, as in nost surveys done
with enpl oyers, their know edge about mental health benefits,
what their enployees could or should have, and their ranking
of how inportant it was was really very |ow, well bel ow
vi sion, dental, practically everything el se.

So given that the corporate conmmunity is such an
i ncredi bly inportant group to sway, | didn't know if your one
reference earlier to doing sonmething with the mlIlion dollar
mat chi ng was targeting corporations or whether there's
sonet hing el se going on or if we could have sonething going
on.

MR. CURIE: No, absolutely. 1In fact, | think at

the heart of this and the comm ssion saw that the only way
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we're going to nove the agenda forward, it gets back to what
Bert was saying, is if it's in the context of public and
private. While our focus was on the public service delivery
systemprimarily, it's hard to separate the two now, and when
it comes to changing attitudes, we need to | et people know
that nmental illness is a | eading cause of disability and death
in the world. The World Health Organi zation says that we need
totell that story. W need to get it out and I think we wll
have the opportunity and it only can be done in the context of
public/private partnerships.

MS. KADE: | think we had one nore question and
then we could continue this in the roundtable tonorrow.

MR. CURIE: Okay, sure. So was Bert it or was
sonmeone el se?

MS5. HUFF: No, let Bert.

MR. CURIE: Are you sure, Barbara? You're
deferring to Bert?

MS. HUFF: He's on ny board.

MR. CURI E: Okay.

(Laughter.)

MR. CURIE: Okay, Bert.

DR. PEPPER: | just want to pick up on sonething
you just said, Charlie. Wrld Health Organi zati on esti mates

t hat globally nental and nervous di seases represent 23 percent
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of the gl obal burden of disability and illness.

MS. SULLIVAN: I'msorry. Can you repeat that,
Bert, one nore tinme? Do say it again one nore tine.

DR. PEPPER: Sure. Okay. | think everybody got
it. M point is this, that | would Iike us to think about the
subtl e shift between antistigma canpai gns whi ch says be nice
to ot her people and educati on which says we have net the
probl em and you are it. Wth 23 percent of the burden of al
i1l ness being nental and nervous, let's just bring that
nessage honme. What famly needs to be told to be nice to
ot her peopl e when they could be told be nice to yourself and
be nice to your kids and be nice to your nother and father?
This is an at-home problem | don't think we need to do
antistigma. | think we need to do public education about
what's going on in every Anerican famly.

MR. CURIE: | think that's wonderful, Bert, and
when you tal k about nental illness, nental disability being
Nurmber 1 burden, 23 percent, Nunmber 2 is substance abuse, and
so right here, we're dealing with the two | eadi ng causes of
di sability and of disease burden, and | think that that would
be news to a |lot of people. | nmean, we far outrank even
cancer and heart disease. Absolutely.

MS. DI ETER: They just don't know.

MR. CURI E: Exactly.
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Daryl ?

MS. KADE: Thank you very nuch.

We're proceeding with our agenda and the next
itemis advances in nedication-assisted treatment, to be
presented by Dr. C ark.

DR. CLARK: It's ny pleasure to be here this
afternoon to talk about several SAMHSA projects that ||
di scuss. One is the Screening and Brief Intervention
Initiative and its role in increasing access to treatnment and
recovery, another is about information di ssem nation, outreach
position training efforts as they relate to the new
medi cati on-assi sted treatnment delivery system and then | want
to nmention sonething about the 14th annual observance of
Nat i onal Al cohol and Drug Addiction Recovery Month and
community events in that area.

SAVHSA is continuing its use of the Targeted
Capacity Expansion grant nmechanismw th a particular focus on
what we call SBIRT or Screening, Brief Intervention, Referral,
and Treatment Programto increase capacity and inprove
treatment systens by funding activities that |ead to nmatching
individuals in need with clinically appropriate treatment. By
expandi ng the conti nuum of care available in communities, we
expect to see increased access to treatnment matched to a

person's stage of illness and probl em severity.



© 00 N o o b~ w N P

N NN NN R R R R R R R R R R
A W N RBP O © 0O N O o M W N R O

170

SBIRT is an agency priority targeted at the |arge
number of people who are current drug users but whose drug use
has not progressed to dependence, and one of the things that
we believe, and as said earlier, intervention muy help with
the | arger problem of access to treatnment. Fromthe public
heal t h perspective, there's a need to head off the destructive
message whi ch nondependent users send to others. W see
nondependent users as an obvi ous reservoir of consunption that
creates problems down the road.

Rel atively asynptomatic casual users are likely
to respond to brief interventions, ranging from highly
structured five-mnute talks to a hal f-dozen counseling
sessions. Most can be effective in a doctor's office or
within the hospital social service departnment or emergency
room \Wiile referral to treatnment through assessnent and
treatment may be in order for sone individuals, studies have
shown that even brief interventions can be effective. Cost
savi ngs can be substantial when conpared to the alternatives
of detoxification followed by extended stay.

Accordingly, the SBIRT initiative, and SAMHSA has
made a comm tnent of $22 mllion for cooperative agreenments
with states to enhance treatnment and as many as seven awards
ranging from$2.5 mllion to $3.5 mllion each will be

supported for as long as five years, depending on the
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avai lability of funds and the progress achieved. The
agreenments will provide services in general medical and other
community settings, such as community health centers, school -
based health clinics, student assistance prograns,
occupational health clinics, hospitals and energency
depart nments.

Applications are now in the process of review
They were received in early July and announcenents will be
made sone time before the end of the nonth because that's the
end of the fiscal year. So that's what has to happen, and we

believe that the Screening Brief Intervention strategy, which

is going to be adm nistered through the states, will be an
ef fective mechanismand will help to see these things put into
ef fect.

In addition to our SBIRT strategy, | want to
di scuss with you the advent of office-based opioid treatnent
and what it neans for SAVMHSA. SAMHSA' s been exerting its
| eadership to invite primary care practitioners to know that
t hey should be part of the substance abuse treatnent system
| think, as Bert's pointed out, we need a delivery systemthat
is open at all ends and prinmary care practitioners could play
a critical role.

Medi cati on-assi sted treatnment, we believe,

represents the face of the future. The |ast two decades of
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substance use disorder treatnments made it clear that opioid
treatments can work, although we've |acked a nedication
strategy to approach that. What we've done is recogni ze that
the primary care docs have been precluded from usi ng opioids
in the treatnment of narcotic addiction, starting in 1919 with
the | egal case U.S. v. Webb. The Supreme Court essentially
said treat an addict, go to jail, and in the classic reaction
formati on, physicians concluded all addicts were bad, didn't
need to be treated, and didn't want to treat them

As a result of the change in the law, primary
care physicians will be able to treat people who are opi oi d-
dependent with nedication. W have a New Path to Recovery
Project with a couple of physician-training opportunities that
we're co-sponsoring so that we can change this. Congress, on
Oct ober 17th, 2000, passed a Drug Addiction Treatnment Act
whi ch all ows doctors to prescribe certain narcotics, such as
bupr enor phi ne, for the treatnent of opioid addiction.
Actually, the law said three, four, and five
drugs approved by the FDA for the purpose of treating narcotic
addiction. Well, it turns out there's only one drug and
that's buprenorphine, and buprenorphine cones in two fornms,
Subut ex, buprenor phi ne hydrochl ori de, and Suboxone,
bupr enor phi ne hydrochl ori de and nal oxone hydrochloride. This

is an alternative and these are in pill forns, so
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practitioners can use that.

Senators Carl Levin, Orin Hatch, and Joseph
Bi den have been particularly interested in this activity and
their staff have been nonitoring how we have been progressing.
When used correctly under doctor's supervision, the benefits
of buprenorphi ne, we hope, will be substantial.

The other thing that is quite clear when you get
your Househol d Survey presentation, you'll see that there's
been an increase in narcotic pain reliever m suse and
buprenorphine will help practitioners address that. Narcotic
pai n nmedi cati on energency roomvisits rose 21 percent in 2002
from 2001, 119, 185 nentions in 2002 over 99,000 in 2001, and
that's a 45-percent rise from 2000.

The issue for us is making it clear that practitioners can do
this and we are working with practitioners to gain access.
We've trained doctors. We have a nunber of training sites.

The other issue with prescription drug abuse is
t hat young adults and adol escents are using it. W've put
t oget her a SAMHSA/ FDA col | aborati on targeted toward youth 14
to 25. It's public service announcenents and panphlets. It's
call ed "The Buzz That Takes Your Breath Away." That's one
material and the other one is called "It's To Die For," and a
consunmer education brochure entitled "The Buzz That Takes Your

Breath Away Pernmanently."”
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The educational materials will hopefully continue
to carry that nmessage and |'ve been doing sone interviews with
mai nstream nedia to address the issue of prescription drug
abuse, particularly narcotic use. | was in Teen Vogue. So |
was i npressed by that. Teen Vogue did a thing on prescription
drug abuse. It shows you there's this concern.

There's a tremendous increase in prescription
drug abuse. It's as if the kids decided that prescription
drugs were safer than street drugs and that's true, but they
shouldn't be taking it unless it's prescribed. That's the
ot her thing because we've got our problens with that.

We're al so concerned about the tw n epidem cs of
HI V/ AI DS and hepatitis and injection drug use and the m suse
of prescription medications because, as nmany of you are aware,
with Oxycodone, you start off taking it orally and then you
wi nd up shooting it up, and that's an issue.

In our collaboration with the FDA, our materials
focus on the need to be know edgeabl e about prescription
medi cati ons, being aware of problens that may occur when
mul ti pl e medi cati ons are taken, nonitoring medications, and
avai l abl e treatnment options. W're dissem nating these
medi cati ons-assi sted treatnment information and providing
treatment guidelines to practitioners, working with the pain

conmmuni ty because that's another place where nedications are
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conplicated, and we work with the physician organizations.

So these two efforts with public information and
bupr enor phi ne overl ap trenmendously because the primary care
docs historically don't want to acknow edge that they have a
role. When | go to talk to primary care docs about
bupr enor phine, they don't treat heroin addicts, so they don't
want to know about it. So I've now changed ny strategy and
tal k about prescription drug abuse. The pipeline for
prescription drugs conmes fromthe pharnaceutical conpanies,
the manufacturers and distributors. | call themthe four Ps,
t he pharmaceutical conpanies, the manufacturers and
di stri butors, the physician, the pharmaci es and the patients.
Drugs have to cone out of that pipeline and wherever they
hemorrhage, whether it's at the pharmaceutical conpany,
whet her it's at the pharmacy, whether it's at the physician's
prescription pad or it's the patient, that's how the drugs are
getting into the pipeline.

So we want to nmke sure that there's nedication-
assisted treatnent information. W want to make sure there
are treatment guidelines. W want to make sure that there are
public information canpaigns to deal with prescription drug
abuse, all of that is out there, so that we've got adequate
t rai ni ng.

Wth regard to buprenorphine training, we've been
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wor king with the professional groups, ASAM AAAP, AOQAA,
American Psychiatric Association. W're also working with
NAADAC, NASADAD, and the Federation of State Medical Boards to
devel op nedi cal policies, and the pharmacy boards and the
pharmacy trade organi zations, so that we can get the pharmacy
organi zations involved in the issue of addiction.

Again, historically, despite the fact that all of
t hese organi zations, all these entities, with the exception of
t he nonmedi cal groups, their stock in trade is prescription
drugs, they have never dealt with the addiction, except
there's bad people out there and you don't want to have
anything to do with them but they were having a lot to do
with them So buprenorphine education forns address the issue
of prescription drug abuse as well as physician invol venment,
nurses, pharmaci sts, and ot her people who are involved in
t hat .

OBOT training cities include those cities up
there. We've had trainings in all these cities and these are
al so community forumcities where we invite the community to
cone in. W talk about not just narcotic opioid addiction.

We al so tal k about prescription drug issues and work with the
| ocal community, |ocal nedia, to do these education foruns,
and the focus is pointing out the data, pointing out the

experiences, getting people to talk about their experiences
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with regard to prescription drugs and then addressing the
I ssue of either opioid narcotic m sprescriptions on the part
of practitioners and then heroin, of course, which remains a
drug of abuse in many communities. As sone of you nmay be
aware in some communities, it's prescription narcotics that is
the dom nant drug of abuse rather than heroin, and people want
to say, well, it's the heroin addicts and we don't have to be
i nvol ved, and that is not the case at all.

So we've had these trainings and conmunity foruns
in all of those jurisdictions you see up there and we're al so
trai ni ng physicians through the professional organizations.

We anticipate 15 nmore community forunms in other regions and
we' ve sponsored over 30 nedical trainings through the
sponsoring organi zations. W've trained nearly 3,000

physi cians, in addition to the community activities working
with the various groups. W use buprenorphine basically as
the vehicle.

We're al so using buprenorphine as a vehicle to
work with HRSA. We've nmet with the director of the Bureau of
Primary Care to address how we can get community health
centers involved. W're using buprenorphine as a vehicle to
deal with the HIV issue in terns of working with the Bureau of
HI V, and so we hope this will help address this whole group of

i ndi vidual s who participate in the treatnment of patients and
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the treatnment of pain and inadvertently or otherw se
contribute to the problem

I'"d like to nove to the next issue, which is
Recovery Month. CQur theme this year is "Join the Voices of
Recovery: Celebrating Health.”™ W've got nore than 200
Recovery Month-related community events. | think that's about
240 now. Is that 240 now?

| vette Torres, as soneone nentioned earlier, has
been working tirelessly on this effort and her staff and the
contractors working with her, and we have only sponsored about
34 of these and | think that's the good part, is that the
communi ti es are adopting Recovery Month, and as was pointed
out, we see our thenme of "Celebrating Health"” as not just
applying to substance abuse but also to nental health because
of the overlap in the co-occurring disorders.

The idea is to get communities actively involved
in this nmonth-1ong cel ebration, highlighting social benefits
and the inmportance of effective al cohol and drug abuse
treatment and prevention. Some comrunities have picnics, sone

communities have rallies, and sone comunities neet with

| egislature. | was in Salt Lake City and basically there were
all these kids floating around -- | guess that figures for
Salt Lake -- there were all these kids floating around.

Obvi ously, sone people don't know nuch about Salt Lake.
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MS. SULLIVAN: | lived there for three years.

DR. CLARK: But it was really nice. | nean,
there were all these kids floating around and they're from
little kids, adol escents and people in recovery. W had a
drug court judge. W had police there. W had bikers there.
These were Bikers for Sobriety or sonething is what they
cal l ed thensel ves. They all had Harl ey-Davi dsons except for
one guy had a Yamaha. He nust have felt bad.

(Laughter.)

DR. CLARK: But the idea was to reach out to the
community. That was a very good experience. Then L.A and
Detroit, and | | eave here and go to Cl evel and.

The idea is to get the communities involved and
they are getting involved and Recovery Month has gone up and
up and up and up, and you'll see the Househol d Survey
apparently |l ater, but when you | ook at the Househol d Survey,
19.5 million Anmericans, 8.3 percent of the population aged 12
and over, are using illicit drugs.

VWhen t he Househol d Survey was rel eased, this was
pi cked up. | was readi ng about the Household Survey data not
only online and in the nmainstream nedia but in the |ocal
press. So we're tal king about this and that was one advant age
of being out in the communities at the tinme just imediately

after it was released. It was released on a Friday, and then
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Saturday | was on the road. So | got to see discussion of it
and there was fairly lengthy discussion in sonme of the nedia
about the | arge nunber of people in America who are using
illicit drugs.

Marijuana, of course, is a drug that is the nost
commonly used drug. We've got cocaine remaining as a problem
with 2 mllion people. Hallucinogens, Ecstasy is being used
now. More people have used Ecstasy than are using crack
cocaine. Heroin use is being eclipsed by drugs |ike Ecstasy.
We've got 6.2 mllion people or 2.6 percent of the popul ation
uses nonnedi cal uses of psychot herapeutic medi cations,

i ncluding pain relievers, tranquilizers, stinmulants and
sedati ves.

Agai n, these prescription drugs are sonething
that we need to pay close attention to and we're working with
FDA. We're also working with the DEA and nedi cal groups on
t he humane and rational way to address these i ssues because we
don't want, in our zeal to deal with drug abuse, to wi nd up
creating a lot of pain and m sery, and as | age, | don't want
us to deal with pain and m sery because we want rational
t herapeutic strategies, not strategies that will cause nore
harm t han good. So we're working with these groups.

OxyContin, 1.9 mlIlion users who use the

OxyContin nonnedically at |least once in their lifetine.
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Al cohol continues to be a widely used substance for the
popul ation, 120 mllion people, but the issue is we have 23
percent of the popul ation who binge drink, and that's five or
nore drinks in a single occasion.

So from our point of view, when we present this
data for Recovery Month, people are |ooking at, oh, okay, and
peopl e are concerned about underaged drinking. You |look at
you' ve got 29 percent of people aged 8 to 16 who are current
al cohol users, 20 percent aged 15 current al cohol users, and
of course, by the time you get to 21, 71 percent are current
al cohol users. O course, this peaks, but the issue is for
t hose concerned about underaged drinking as a group, we have
roughly 29 percent of people 12 to 20 who are not | egal
dri nkers who are reporting al cohol consunpti on.

We al so have al nost 20 percent are binge drinkers
and 2.3 mllion people who are heavy drinkers, heavy drinkers
is five or nore drinks at a single occasion five or nore timnes
in the past nonth. A key issue. W also have 1 in 7
Americans 12 or ol der who drove under the influence of al cohol
at | east once in the past 12 nonths.

So Recovery Month gets to make that pitch and
we' ve got peopl e who understand the conplexity of substance
use. Those in recovery certainly understand the conplexity of

substance use and are able to communi cate that nessage.
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Sone of our Recovery Month objectives include the
reducti on of stignma associated with substance use di sorder
treatment and to enpower individuals in recovery and those who
are their famly nenbers, who are their famly nenmbers in
their community, to tal k about recovery and to stress the
i nportance of recovery and it's a wonderful opportunity. W
al so tal k about prevention strategies as we are tal king about
treatment strategies. W see if we can avoid the
conplications of substance use. This partnership works where
you've got this prevention treatnent partnership.

So Beverly, you should feel proud that you can't
be everywhere, but |I'm helping to carry your nessage.

MS. DAVIS: | thank you.

(Laughter.)

DR. CLARK: | think this is one of the things
t hat SAMHSA under M. Curie, what we're doing is carrying the
nessage of the other centers, denpnstrating that we're all in
alignment with our vision, M. Curie's vision and the m ssion
of SAMHSA, as you'll see in your material, making it clear
t hat our investnent in recovery is not restricted to substance
abuse treatnment al one but that while that's our principal
focus, we recogni ze the overl ap.

We' ve produced and distributed Recovery Month

kits to various national and |ocal organi zations, federal,
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state, | ocal governnent agencies, officials, grantees,
prof essi onal organi zations. The kit is user-friendly. |It's
conprehensive. We're trying to assist the recipient groups to
outreach to their local nedia to talk about recovery issues.
There have been over 75 kits distributed, 10,000 conmenorative
posters, 10,000 flyers and brochures, 5,000 gi veaways and
interactive sites, and we're finding that groups bring their
own materials to help tal k about recovery and they |link their
activities with Recovery Month, which is what we want because
we're |l ooking for local activities.

" m fond of tal king about | ocal control and
sustainability, and if you can get the investnent of the | ocal
community, you can sustain these issues and as the nunber of
groups denonstrate, we're only sponsoring 34, but we' ve got
over 240. The nunber of activities denonstrate that this is
sort of a local awareness. ©Oh, yes, this is a wonderful thing
that we need to be doi ng because this works for us. W have
an interactive website also. W have a hotline that we use, a
1- 800 number, and we al so encourage people to focus on that.

Qur website, www. recoverynonth.gov, which is very
easy for people to remenber, it's won five awards. |It's had
alnost 4 mllion hits fromJanuary to August and a |ot of hits
don't prove that people are benefiting, but the fact is that

we're seeing these things happen and that we're seeing | arge
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numbers of people turn out. Depending on the comunity, you
may have 50 people, you may have 500 people, and the idea is
| ocal control and sustainability.

Community events. This list is not exhaustive.
This list just goes on and on and | think lIvette's group is
doing a great job of recruiting new sites every year and
pronoting the notion of recovery and we have all these people.
This map gives an exanmple if you want to | ook at the map and
we are working with different groups to think about what you
can do and with the website, with the 800 nunber, with the
materials, we are inducing people to say we, too, need to talk
about recovery.

|"ve come up with, | think, a nice little catchy
comment. Mke Ditka is going to be a spokesperson for the new
Viagra clone or the Viagra next drug for penile dysfunction.
So | point out that, gee, if Mke Ditka -- first, | ask the
audi ence, anybody here know who M ke Ditka is? Everybody
knows who M ke Ditka is. All the nen do, all the ol der nen
especially. Football.

well, if he can be the shill for penile erectile
dysfuncti on and not have any problens with it, which | think
is a good thing because nen need to talk about male health
i ssues, we should be able to tal k about recovery without fear

of stigma. The audi ence seens to respond to that because it
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is atim that we need to nove beyond bei ng ashamed about
being in recovery. Then if we can nove beyond the shanme of
such issues as mal e sexual health, then certainly we should be
able to tal k about the inportance of recovering from al cohol
and drug abuse and that seens to work.

We have a radio tour with PSAs and |I'm often
call ed upon to do what | call nom and pop radio at sone
unusual hours, or we do small TV spots at sone unusual hours.
| did an interview at 11:30 at night. It only goes to 12:30
at night, but it's an inportant kind of thing in terns of
recovery. So our television, we've got over $2.5 million in
free air time. W've got free air tine on radio with |istener
i npressions. | nean, this is very inportant.

So we need to continue to address the | ack of
publ i ¢ understandi ng about the conplexities of addiction and
t he numerous circunmstances that keep those who are addicted in
their owmn little nightmares. W need to educate others about
t he di sease of addiction and present challenges simlar to
t hose. We focus on diabetics and hypertensi on, cancer, other
conditions, and with our Recovery Month activity, we need to
support those in recovery anong their friends and fanlies,
community menbers. W need to tal k about, as Bert points out,
t he whole integrated structure of our health care delivery

systemfromprimary care to mental health to substance abuse
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and the various strategies.
As M. Curie is fond of pointing out, there are

many pat hways to recovery and we need to enmbrace those

pat hways. One shoe doesn't fit all. One solution doesn't fit
all. But with a comunity that enbraces various strategies
for intervention, | think that we can facilitate the treatnent

and the celebration of health.

Recovery Month serves as a focus to energize
people. We constantly rem nd people that even though it's
Septenber, recovery is a 365-day thing and it's not a one-
nonth thing, and we just seize on Septenber as a conveni ent
focus to start the rest of the year off and we get
organi zations, enployers, famlies and people to address the
i ssue.

Cel ebration, the hope for recovery for many
people, and so that's our issue and we always remn nd people
about our website and our materials that they can access. W
rem nd them about the cost of the materials. They're free.
We rem nd them about our willingness to work with them so that
t hey can address the issue of alcohol and drug abuse, nental
heal t h, substance abuse prevention as well as treatnment.

That's CSAT' s presentation.

MS. KADE: | think we have five mnutes for

questi ons.
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DR. HERNANDEZ: Dr. Clark, will you make
avai |l abl e those slides to nmenbers of the Council, please?

DR. CLARK: Ch, sure. We can make t hose

avai | abl e.

DR. HERNANDEZ: Thank you.

MS. HUFF: | can take the whole five mnutes. In
fact, | can probably take the next 25 m nutes for questions.
"Il try to be brief. | have several questions that | can

al so ask to you at another tine.

Kat hl een and | had to figure out over |unch how
to change the world all in one hour, so we were a little late
getting back, so |I'm enbarrassed to say that we probably
m ssed the first five mnutes or so. So this my be
repetitive.

| don't know how to say this, other than just be

blunt. Tell me about your commtnent to children and
adol escents. | mean in ternms of treatnment, because | saw up
there and I kind of mssed it because | was late, | saw up

there schools and health clinics and school health clinics and
| saw some of that up there on the screen, and | just
apol ogi ze for having been |ate.

DR. CLARK: Well, this presentation focused on
bupr enor phi ne and Recovery Mont h.

MS. HUFF: Right.
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DR. CLARK: But our commtnment to children.

MS. HUFF: Yes, go ahead.

DR. CLARK: We have a comm tnment to children
I[t's not only in our priorities.

MS. HUFF: Right.

DR. CLARK: This norning, the reason | was | ate,
| was talking with our Women and Children and Vi ol ence Co-
Occurring Project, and when | came to CSAT several years ago,
it was just the Wonen and Co-Cccurring and Vi ol ence Project.

MS. HUFF: That's right. DR CLARK: And they were
up for refunding, and | said, "Well, what about the children?"
They said, "Well, we hadn't planned to include children in the
project."” | said, "Well, you say you're up for refunding.
What are you going to do about the children?"

M5. HUFF: | like that.

MR. CURIE: They said, "Well, we didn't plan to
i nclude children in the project.” | said, "Well, that's al
very well and good, but what about the children?”

MS. HUFF: Right.

DR. CLARK: So we found nonies to include a
children's subset in the Womren and Co-Cccurring. It's a
priority for us. |'ve a task force |led by Sharon Amatetti and
working with others. W've got an adol escent initiative. So

not only are we worried about -- we do treatnent at CSAT but
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working with the other centers.
MS. HUFF: We've got a |lot of kids that need
treatment.
DR. CLARK: Working with CSAP, our focus is

prevention, early intervention and treatnent. So that's no

only M. Curie's priority, it's been our priority, nmy prior
and ny staff's priority.

MS. HUFF: Thank you. | appreciate it.

MS. SULLIVAN: It's very nice to neet you, Dr.
Clark. First, I want to talk to you about Househol d Survey
The only tinme | ever as a journalist -- excuse ne for doing
this. | just realized | had this in nmy nmouth. 1've actual
done that on television once. It was really enbarrassing

trying to get out on national television in the mddle of a

newscast, but | did.

t

ity

Iy

The only time |'ve ever used the word "househol d

survey" is when | tal k about househol d cl eaners, Ajax. So
when the word "household survey" comes out, it sounds |ike
me the abuse of Ajax, W ndex, and other househol d cl eaners.
Househol d Survey as a commruni cative technique is sonething
wonder about the pick-up on, and if you can address to us t
pi ck-up of this study in the past nonth that it's been

rel eased and how often you have been asked in the past nont

to

|
he

h

since it's been rel eased to be on cable shows and news shows
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to address sonme of the stats and how the media has responded
to what the Househol d Survey has presented.

DR. CLARK: Are they not going to have a fornmal
presentation on the Househol d Survey?

MS. KADE: After we finish this segnment and go
through the Strategic Prevention Framework, we'll have a
presentation on the Household Survey. Joe Giroerer is here
from OAS, and | think Mark Weber is here and so he can respond
to sone of those questions.

DR. CLARK: [It's not that I"'mtrying to avoid
your question. | think, though, what you should have is the
nore formal presentation and then we can tal k about it.

MS. SULLIVAN: But Dr. Clark, only because of
being in the nmedia, | know that you' re the guy | want on the
air, I nmean, in that you' re the nane that I want to book.

MS. HUFF: And | want you to tal k about Kkids.

MS. SULLIVAN: So in that | know as a booker and
when it cones to the Household Survey, | know Dr. Westl ey
Clark is the one that everyone kind of wants. So | just
want ed to know how many tines that you were booked in the |ast
-- were you called on a lot on this?

DR. CLARK: The Household Survey only got
rel eased five days ago.

MS. SULLIVAN: Oh, | thought it was |onger ago.
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It wasn't?

DR. CLARK: No, no.

MS. SULLIVAN: So it was just five days ago?

DR. CLARK: Yes, yes.

MS. SULLIVAN:  All right. Okay. It just seened
like a long tine.

DR. CLARK: M. Curie and M. Walters did a
brilliant job of presenting the data and Joe gave very good
techni cal backup and it was picked up by mai nstream nedi a and
| think the way it was presented was well received. | nean, |
saw it in the Salt Lake City Deserette News. So | think
people will have questions now, but OAS al so does, and Joe can
spel |l that out.

MS. SULLIVAN: But just as a point man, you as a
poi nt man.

DR. CLARK: As one of the point people on this,
OAS does many reports based on the Household Survey data and
t hose things are al so discussed over time. So we work
col |l aboratively. | work with Mark Weber's shop and they kind
of make the decision with Charlie who should pick up what.
Dependi ng on the type of the question being asked, if they ask
about nedical issues, obviously, based on ny background, |I'm
generally the person that is turned to.

But | think the nedia has responded, at | east
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fromwhat | saw and | haven't done a conprehensive overvi ew of
the nedia, that's Mark's shop, but the stuff that | saw was
very, very inpressive, and | was surprised. | nmean, it was a
Saturday, and |'m readi ng about the Househol d Survey, both
online and in the |ocal nedia. So they thought it was
i nportant enough to put it in the paper.

MS. SULLIVAN: Yes, but Dr. Clark, if I had ny
way, it'd be |l eading the evening news on every network and
with news bulletins. So nmy perspective is a little different.
Thank you.

MS. KADE: Thank you. Obviously, Joe is here and
Mark is here and we'll try and address some of your specific
guestions at that session.

If there aren't any other questions, just to keep
on schedule, I'd like to nove to Beverly Watts Davis to give
us a presentation on the Strategic Prevention FraneworKk.

MS. DAVIS: Council menbers, | amtruly pleased
and honored to be here. | do regard to all the true heroes
and sheroes who are out here and | truly thank you for your
time, and what we're going to be sharing with you all today is
part of what we've done at CSAP since | guess |I'm now about
120 days old, but truly it's been a wonderful adventure.

Having said that, | wanted to be able to just

begin to really tal k about the CSAP vision and realization of
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t he SAMHSA m ssion, and before | get started, what 1'd like to
be able to do, because no person truly is successful by
thensel ves, | would just like to very quickly recognize the
CSAP team
Woul d those from CSAP pl ease stand up? Very
good. There are many that are here and pl ease give them a

hand because they are truly part of my A Team

(Appl ause.)
MS. DAVIS: | do want to recognize two branch
chi efs, Sol edad Sanbrano and Rose Kittrell. Wuld you all

pl ease stand just very quickly? And nmy new special assistant,
Ms. Debbie Costell. Stand. W certainly want to recogni ze

El ai ne Parry, who is certainly our deputy director. Elaine?
There she is. She's a little bitty girl.

As we | ook at SAVHSA' s Strategic Plan and the
vision, we |ook at the whole vision of a life in the community
for everyone. The prevention part of this is the building
resiliency and the treatnment part of that is facilitating
recovery, but as we | ook at the phrase "a life in the

community for everyone," when we tal k about prevention, we
tal k about a quality life. W know people have a life in the
community, but the resiliency piece of that is the prevention,
and as we | ook at prevention, our goal is to create that

strategic infrastructure, that when you think about
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resiliency, you think about bouncing back, things that bounce
forward, bounce up, that you can bounce back, and the things
that we put in place are going to allow our communities to not
only to bounce back whether or not if they've unfortunately
been affected by the disease of addiction, but also to think
about being resilient as they go forward in life, to make sure
that they are strong, that we are helping to build healthy and
safe communities, and in doing that, as we |look at fulfilling
our m ssion, there are three things that we are going to be
stressing and that is accountability, capacity and
ef fecti veness.

Com ng fromthe private sector, we have a phrase
that we use and that's called "spiritreneurs.” That is, being
entrepreneurial in promoting innovation and efficiency but
conbined with the whole spirit of service and recogni zi ng that
everything we do here at the federal government matters to
soneone in the community, everything we do, and to that end,
since we | ook at the federal governnent, we have to recogni ze
t he federal government in and of itself does not quite frankly
do any direct services. W don't deliver the services
directly, so it's really incunbent upon us to be very good
partners.

So in terms of being good partners, what we want

to be able to help our primary constituents, those being
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states and comunities, is to do these three things well.
That is to be accountable in what it is that they do and that
is, in terms of being accountable, we want to help our states
to track national trends because it is so very difficult to
stand before Congress and not be able to show outcomes. As we
| ook at accountability, we recognize that we have to devel op
new tools, newtools in the field of prevention that truly
capture the critical mass of things that we do, because it's
very difficult to show the effectiveness of sonething that
you' ve actually hel ped prevent from happening.

To that end, we're going to be | ooking at
establishing both core neasures and different tools for
reporting outconmes, and to actually pronote some uniformty,
it will be wonderful, and I know you all can relate to this,
for us as we | ook across the prevention field, that when we
| ook at all the people who are in the federal governnment who
are doing prevention work, whether it be Education, Labor,
Justice, or HHS, that we actually have sone core neasures that
we can all measure because in conmunities, as we know, there
is not usually one person doing prevention, just as when
people come to you with a drug problem it's not the only
thing they have. No one cones to you with just a drug
probl em

We need to be able to show the connecti ons and
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how we | everage prevention and that prevention is in fact that
thread that runs through as we | ook at prevention,
i ntervention, treatnent and back around and how we pronote
resiliency. As we |ook at hel ping our states and communities
be nore accountable, we have to be able to build our capacity
to in fact do that.

Because we have a little bit nmore noney than
states, it's going to be incunmbent upon us to help increase
their capacity to neasure what it is that they do. As we go
forward in this presentation, you will see the other tools
that we're going to be putting on the Internet, so that people
can actually have web-based accountability systenms that w |
hel p to generate common core neasures that can then help us be
able to frame the national picture and show that prevention is
in fact working.

The effectiveness, as we ook at the third | eg of
this mssion, is how do we help people be effective at what it
is that we do. We know in our field, people work very, very
hard, but we want to be able to help them not work harder but
smarter, and in order to do that, we have a way to be able to
now say, through many of the science-to-service initiatives,
we know what works. The key is going to be how do we nake
sure that when we inport that into communities, that they are

taking a | ook at have they done the appropriate needs
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assessnments, so we know that they're hitting the target? Do
they in fact have the capacity to in fact do what it is that
t hey need to do?

When we | ook at the effective progranms that are
out there, oftentinmes many of the effective prograns as they
wer e being devel oped m ght have cost a half a mllion dollars
to actually inplenment, but when comrunities actually wite
grants, oftentinmes they're going to wite a grant for $150, 000
or $200,000. Nine times out of 10, if they wite a grant for
that, it is going to be highly unlikely they' re going to be
able to inplement a $500, 000 program

So it's inmportant for us to match up capacity
with in fact the prograns that are out there that neet the
need so they can in fact get outcones, and so what we are
doi ng as we work through our communities and our states is
hel pi ng them understand here's what the capacity is, here's
what we're doing in ternms of inplenmentation. W've done the
correct needs assessnment. Here's how we inplenent effectively
and this will help us get outcomes. So we don't have peopl e,
quite frankly, reaching farther than they can because if in
fact they do that, then they for sure will not denonstrate
out conmes and that has been a real problemfor us in the field.

VWhen we | ook at the prevention framework, we nust

recogni ze that there are sone basic principles that foll ow
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that. Nunber 1, as | tal ked about, since the federal
government itself does not actually deliver services, we do
have to rely on others, but we do now know, fromthe many
years that this field has been around, that we now know a | ot
about risk and protective factors and we know that if in fact
we can reduce the risk factors and increase the protective
factors, then we in fact are going to be able to see
reductions in substance abuse and different choices mde by
our young peopl e.

We recogni ze we cannot do this work alone. W
have to be able to |l ook at public and private partnerships.
It is inpossible to actually, quite frankly, get the kind of
out comes we want by doing this by ourselves because in fact
this issue is way too conprehensive and has so nmany different
sides to it and so nany aspects of it, that if we do not use
prevention as the dot connector, so we can connect the dots,
we will not get the kind of results that we need.

That follows to the next point, that we have to
be conprehensive. In being conprehensive, this does nean that
when we | ook across the country, we nust nmake sure that we are
tieing into different opportunities.

VWhat you all are now | ooking at right nowis one
of our flagship problens and that is the State |Incentive

G ant s. True to the vision and the directives of M. Curie at
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CSAP, instead of doing a whole lot of things, putting |lots of
noney out there and hoping that people will apply for
different things, what we're going to focus in on are a few
things that we do really well, one of those being the State
I ncentive Grants and how we actually relate with states.

Wth the states, we actually have three types of
fundi ng that actually come from CSAP. Nunmber 1 happens to be
the bl ock grants which Dr. Clark tal ked about, and there is 20
percent of the block grant that is actually set aside for
prevention, but in addition to that, we also have what is also
called State Incentive Grants and this is what will be our
true mechani sm for making sure that we are actually building a
state prevention infrastructure throughout this country. By
2004, every single state will have a State Incentive G ant.

What's really inportant about this is the fact
that by having a State Incentive Grant that goes into states,
it keeps SAVHSA and prevention on the radar screen of
policymakers. Secondly, what it also does is it nakes sure
t hat we have a dedi cated anount of npney that actually begins
to ook at creating a state prevention system The SIGs, the
State Incentive Grants, will be our mechanisns for when we
begin to want to address different issues, whether it be
underage drinking, so that we have a nmechanismw thin states

that we're actually able to funnel the dollars into so that we
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can actually begin to target specific areas throughout states
to really address the needs that are out there.

When you see the State Incentive Gants, all the
dots represent all the subrecipients who are actually
receiving dollars fromthese State Incentive Gants. These
dollars go into the governor's office, who oftentines may give
themto the single-state agency or sone governors actually
keep these dollars and actually funnel noney through the
actual governor's office, but what these dots represent, these
are all of the organizations who actually applied for funding
and actually received funding and are now actual ly delivering
prevention in their conmunities.

The next slide that you will see al so represents
ot her grants that are what we call discretionary grants.
These are the grants that, through particularly by follow ng
congressi onal intent mandate, hearing the needs of the field,
following trends, we are actually providing grants to, for
i nstance, specifically address Ecstasy or methanphetam ne or
particul ar high-risk youth grants or fetal alcohol syndrone,
or these are discretionary grants in which a community has
actually presented and nade their case for what's called a
community-initiated grant, where they have identified through
a conprehensive needs assessnent a need that they have and

t hrough these grants were able to actually address those
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needs.

| just have to say as we | ooked at many of the
nodel programthings that have cone forth over the years, it
has really been through many of these grants that we have
actually had our nodel prograns. The innovation cones from
the field. As we |ook at nodel prograns, things are generated
fromthe community up, and with the grants that CSAP has been
put out through these grants, that is how we actually got our
ori ginal nmodel programs that focused in on high-risk youth.
Many of these grantees and people |like them actually devel oped
t hese protocols early on as we were | ooking at how do we
address risky behavior, how do we take a | ook at protective
factors. Many of the environmental prograns were focused on
this and they canme through the discretionary grants and CSAP' s
prograns.

VWhen | tal ked about the redwoods that we are
going to be focusing on, there's one of the other things that
we will be doing well, and that is |ooking at training and
techni cal assistance capacity. CSAP has what is called
Centers for the Application of Prevention Technol ogy,
af fectionately known as our CAPTs. W have five of these
CAPTs and we have had one specialized border CAPT, but what
the CAPTs primarily do is they provide actual training and

techni cal assistance, and earlier, | think, Gwnn, was it you
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who was tal king about possibly training technicians in grant
witing or was it Barbara? No?

MS. DI ETER: Kat hl een.

MS. DAVIS: It was Kathleen. I'msorry. One of
the things that we found is that the same questions you ask
are asked all the tinme, Kathleen. How do | get a grant? How
to begin to couple with peopl e?

What we found in working with the CAPTs is
of tenti nes when we put out dollars, there's usually training
t hat acconpanies it, but we have oftentimes asked people from
communi ties that conme to Washi ngton and be trained, et cetera.
Well, when we do that, it really limts the ability and the
capacity of organizations to quite frankly send the nunmber of
people they really need to send and actually to make
organi zational changes. |It's very expensive to cone here and
of tenti nes organi zations, even though they got a grant, they
can only send usually one or two people to cone here for
training or technical assistance, and you all know from your
or gani zati ons, when one person cones, they get a | ot of
i nformation, but when they go back home, it's one person who's
actually trying to make organi zati onal change.

So what we recognized, too, is that if in fact we
drive the training closer to home, closer to where our

communities or closer to where our constituents are, we have a
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much better chance of reaching a |arger and critical mass of
peopl e because, quite frankly, they can do what we used to do.
We can rent a van for $59 and we can put 15 people in that van
and we can go to a training and that enables us to actually
get the kind of information and the type of training that we
need out to people in nmuch |arger nunbers.

When we heard fromthe rural comunities, they
use the CAPTs, | nean, just volum nously because they're in
rural America. The ability for themto actually amass enough
dollars to be able to cone here and to stay on top of things
is not as great as possibly as sone of the |arger urban
centers. So in the rural areas, we have a rural initiative in
which we're partnering with what's called the area health
consortiums and we'll be partnering with them so that our
CAPTs will actually be conducting all types of educational
materials, summts, conferences, et cetera, because they have
the resources and with that kind of training available, you're
able to get people fromrural areas, frominner cities, et
cetera, com ng together.

The good thing is not that they just access
trai ning, but you know what they also access, they access each
ot her, because you |learn nore from each other and sonetines
out in the hallway tal king than you do sonetines sitting in a

trai ni ng because soneone will talk about the one problemthat
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you have. So it is about bringing the services to our
custoners and how do we reach them so that we can be able to
nmeet that need? You can see that our CAPTs are greatly
utilized because, as you see, we provided over 20,000 hours of
TA and training in 2002.

MS. HUFF: \Where are they, Beverly?

MS. DAVIS: Qur CAPTs? Let ne tell you where
they are |ocated. Thank you, Barbara. The Western CAPT is
| ocated in California. The Southwest CAPT is |ocated in
Okl ahoma. The Northeast CAPT is |located in New England. The
Central CAPT is located in Mnnesota. The Southeast CAPT is
| ocated in M ssissippi.

So again, they have the regions within the
country and the good thing with these is that |I'm hoping that
as we nmove forward, Dr. Clark and | will utilize our CAPTs
along with what's called the Addiction Technol ogy Training
Centers to really conmbine, so that we truly have that one
SAVHSA nessage conming out that we will do training and TAin a
seanl ess type of training.

The other tools that we have, sone of you nay or
may not be famliar with what's called NCADI. That is the
Nat i onal Cl eari nghouse on Al cohol and Drug | nformation. NCADI
is truly this nation's one-stop resource center for the nost

current and conprehensive information about substance abuse.



© 00 N o o b~ w N P

N NN NN R R R R R R R R R R
A W N RBP O © 0O N O o M W N R O

205

What's so inportant about this center is that
anybody in the country can actually access it. You don't have
to be a provider, you don't have to be a grantee, but that you
can be a parent and want to get information for your child,
you can be a PTA nmenber, a church nmenber, et cetera, but you
can actually call and they will be sending you information.

| remenber in the field, | used to call and order
pallets of information and they would actually send nme
pallets. W would actually take trucks and go pick up our
pallets of information and distribute thousands and thousands
of pieces of literature across our comrunity.

This resource is just a trenmendous resource. It
is also a resource we use for telecasts and broadcasts. The
Recovery Month itenms that were done by lIvette Torres were
actual ly done through here.

We al so have what's called PREVLI NE. PREVLI NE,
standing for Prevention Line, is a web-based resource and that
al so, too, is a place for those who don't want to access NCAD
or actually in addition to NCADI will access information
t hrough PREVLINE. You can go right on the web, pull down
i nformation.

The one good thing about the governnment in terns
of materials we produce, it is in the public domain. So

of tenti nes when you want to get a nessage out, you know you've
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got core information but you want to customze it to your
conmmunity, you go on PREVLINE, you pull down the information,
you put on your |ogos -- yes, you actually can, Gwnneth, you
can do that -- put your |logos on it, do those other kinds of
things. You nust always keep at the very bottom " SAVHSA
product . "

(Laughter.)

MS. DAVIS: But you can get those out and you
must keep our tagline, but you can put anything on it and you
can customze it and get this out so the community begins to

own those pieces of information. They're yours.

MS. SULLIVAN: Did you just do this?
MS. DAVIS: Yes.

MS. SULLI VAN: Where did you do this?
MS. DAVI S: PREVLI NE?

MS. SULLI VAN:  Yes.

MS. DAVIS: PREVLINE' s been around for awhile,
which also tells you we've got to do a nuch better job of
maki ng sure people know about it.

MS5. HUFF: | didn't know about it either.

MS. DAVIS: PREVLINE s there for you. In
addition to that, we have RADAR centers. RADAR centers.
Actual ly, Barbara, this is something you want to think about.

Bei ng a RADAR center is actually an extension of the National
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Cl eari nghouse because with a RADAR center, you actually are
sent information materials so that you actually becone a snal
hub, a small information center for your conmunity.

We have 714 of those. W're going to be working
with many of the tribal colleges, the historically black
col |l eges, Hispanic-serving institutes, and they will also
become RADARs so that we can nmake sure that on those canpuses,
we're getting out this kind of information and you all, this
is for today and today only -- Barbara, Kathleen, Gwynneth,
Theresa, today and today only -- we will nake you a speci al
and you, too, can be a RADAR center.

MS. HUFF: | want to be one.

MS. DAVIS: That's right. Joel. But actually
you are. It truly is a form and what's really inportant
about this and this is what prevention is about, it is about
pronoting resiliency. It is about connecting. It's about
maki ng sure that we have connected so that we can all help
each other and that truly to beconme a RADAR, you only have to
fill out a formand you can actually become a RADAR, so you
can distribute these in your communities as well.

MS. SULLIVAN: Can a kid be a RADAR center?

MS. DAVIS: A RADAR is actually limted to
or gani zati ons.

MS. SULLIVAN:  Al'l right.
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MS. DAVIS: But | will tell you this, if young
peopl e want to get together and actually formtheir
organi zation, they absolutely can. Yes, they can, and two
people can forma DBA and they can register at their county
and they can be a RADAR.

MS. HUFF: Any of our organizations can be
RADARs, too0?

MS. DAVIS: Any of your organizations can be a
RADAR. You absol utely can.

MS. HUFF: It doesn't sound | egal.

MS. DAVIS: In addition to this, | wanted to al so
tal k about what we call our SPAS System and this is the State
Prevention Advancenment Support System

As | spoke about earlier, oftentines it's very
difficult to show what you have done, show your outcome, if in
fact you've prevented sonething from happeni ng, but one of the
things that truly the very, very dedicated staff at CSAP have
done is they've created what's called SPAS, and it is a
techni cal assistance resource for states, but included in that
is an actual web-based technology that allows states to
actually capture prevention information that can actually then
be sent up to CSAP, so that we get a very good picture across
the country -- for people who have our State Incentive G ants

and people as they utilize their block grant funds -- on the
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actual outcone of what it is that they are doing. As we begin
to |l ook at the core neasures, states use this web-based tool
and they report on it and that information then gets to us and
we are able to nake the case for prevention across the
country.

| want to share with you all again the National
Di ssem nati on System Mich of this is staying but sonme of
this is changing as we speak and as we becone truly a one
SAVHSA, but | wanted to just nake sure that you all know that
as we | ook at dissem nation, part of prevention -- and |I think
Dr. Pepper has tal ked about it -- it has a lot to do with
i nformation, and we have many, many, many ways to be able to
get information out and I want to just nmke sure that you al
as you |l ook at this, that here are just some of the things and
you all will have this slide presentation

| do want to tal k about NREP, the National
Regi stry for Effective Programs. NREP was actually begun in
1996. | had actually the honor and pleasure actually to be
with this group as this was started. This was started as a
part of the National Center for the Advancenent of Prevention,
and in one of the actual board neetings, people tal ked about
the fact that people tal ked about, well, how big is the
prevention field? People want to know that. W actually

realized that there was not really a way for us to really talk
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about how many actual prevention prograns are out there
because prevention in many cases are woven into many things.

The registry was established to actually be able
to take a | ook at effectiveness. Although many, many prograns
have been submtted to actually be declared effective as a
prevention nodel in preventing substance abuse, to date, we
have 54 prograns that have actually been decl ared nodel, 43 of
t hem have actually been declared effective, and 51 prom sing,
and let me share with you the difference between them

The programthat | ran was declared a prom sing
program \What that means is that there are things that you
are doing that actually have prom sing results that have shown
ef fectiveness. Effective progranms nean that as peopl e have
i npl enmented these progranms, they have actually inplenmented
effective strategies and in fact they have actually showed a
reduction in substance abuse.

The nodel programs and the only difference
bet ween the nodel program and the effective prograns is the
fact that as a nodel program you nust agree and you have
actually passed the sanme standard as an effective program but
in addition to that, you nust agree that you will be willing
to actually go out and train other people on how to actually
i npl enment your program

To support that, CSAP actually has a | arge
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contract. It's a nodel program dissem nation contract, in
which we actually will work with people who actually have
nodel prograns to help them di ssem nate their prograns to
ot her people. The reason why this is so inmportant and | can
speak fromthis as a former community person, oftentines
whenever you had to prove a program was nodel, the standards
of that had to do with whether or not you could actually show
t hrough a control group setting that whatever you did was
ef fective versus a group that did not have the intervention,
so therefore their statistics did not change.

In communities, and many of you all know this,

control groups do not go well, particularly in mnority
communities. People do not like to put their kids and/or
interventions in control groups because you'll have one group

of people get an intervention and others not, and when you're
working with children, you run the risk of having two children
in the same famly, even though they have different |ast
names, and so oftentinmes, particularly in the prevention
communi ty, they fought back against this because control
groups were just not accepted.

One of the good things about the nodel prograns
is the fact that this has already happened. The testing has
been done. The control groups have been done. The

i nterventi ons have been proven. So now, all that we have to



© 00 N o o b~ w N P

N NN NN R R R R R R R R R R
A W N RBP O © 0O N O o M W N R O

212
do is just export what we already know is effective and when
you i npl enent an effective program you do not have to do a
control group. You re now |l ooking at the issues of
adaptation. How do | adapt this to ny community and how do
take this to scale? How do | take this marvel ous program and
get it to nore than 25 kids? How do we get it to a school,
and how do we get it to a school district, and how do we get
it to an entire county?

This has really hel ped advance our field because
peopl e are taking these programs and they' re adapting them and
we are seeing promsing results. Because the registry has
been so successful, it has been expanded to actually include
HI V, workpl ace vi ol ence, as you see, post-traumatic stress
di sorder, problem ganbling, co-occurring disorders, and
t obacco use.

| just want to let you all know this, and as |
said again, you will have this slide, but the NREP process is
truly an extensive and in-depth process, but this is actually
a peer-review process where you have people and scientists and
researchers in this field who are actually taking a | ook at
all the processes and steps that actually make a program
effective.

Qur key with NREP, and | always say this, is that

t he chall enge that we have is that we nmust get nore people
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into the registry for the billions of dollars that we have
spent on prevention, the billions. As Dr. Gallant always
rem nds nme, the billions of dollars that have been spent on

prevention, it makes no sense for us to only have a hundred
and somet hi ng progranms, which neans as we | ook at what we are
doing, that CSAP will in fact outreach nore because in fact we
know t he i nnovations are out there. W know the good prograns
are out there. What we have to do is get theminto the
registry and in so doing, we'll be utilizing our CAPTs to
actually hold science-to-service sunmts where many of the

i nnovations have actually occurred. W have a |lot of very

ef fective progranms but we will be hel ping these prograns wite
up the things they need to wite up so that we get nore people
into the pipeline.

PrevTech, | will share with you. This is a new
tool that is in devel opnment and what this tool will do is for
many of the comrunities that are out there, when they | ook at
grant prograns, although the states actually have a way to go
on the web and actually report their outcomes, for the | ongest
time, the actual program grantees have not had this, and in
order to be able to make sure we have uniformreporting so
t hat we can begin to again show the power of prevention in
conmmuni ties, what we are going to be looking at is |ooking at

a site that will actually have tools and instrunents that wll
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hel p communities capture this, capture what they're doing in
prevention, so that they can begin to report this.

The Robert Wbod Johnson Foundation, Annie E.
Casey Foundati on, many of them have had very el aborate M S
systens for a long tine. The field is out there again doing
some of these things. So it's incunmbent upon us to begin to
put this tool into place so that we have the kinds of
i nformation being collected that is web-based technol ogy that
can be reported fromcomunities, fromgrantees at the
community levels up to CSAP. This has not been unveiled yet.
So this is in process.

Qur partnerships, again through the block grants.
We tal ked about the bl ock grants, 20 percent of the set-aside.
All states have the bl ock grants and what | was going to say
is that within all the block grants, 20 percent is set aside
for prevention. So again, even as states are receiving their
bl ock grants, 20 percent of those dollars are set aside. This
part of the block grant set-aside will turn to the performance
prevention, the PPGs that you all have heard about, the
Per f ormance Partnership G ants.

The good thing about this and sonething that CSAP
is doing differently is that as we |ook at the three things
t hat CSAP does that deals with states -- that is Synar

conpliance, State Incentive Grants, and the block grants -- we
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will actually be conmbining those so that the states wll
actually have one project officer who will work with them on
all three of those initiatives, so that you actually w Il have

someone who is actually working with themto solve their
probl enms, utilizing the three nmechani sns that we have to fund
st ates.

Wor kpl ace prograns. You all have heard that CSAP
is truly known for our Wobrkplace Division. W have been
bl essed with the National Drug Testing Standard site and we
actually do work with devel oping all the conprehensive drug-
free workplace prograns. | want you all, when you get a
chance to go to the CSAP website, to take a | ook at what we're
doi ng in workpl ace progranmns.

In 2004, we're going to be | ooking at grant
prograns to really deal with the popul ation that many of you
all have heard about and that's the 18-to-25-year-old age
group. They are truly the hardest group to work with. |
remenber in working with this particular age group, that we
were | ooking at a summer jobs program or young adult job
program and | renenmber 30 percent of these young people could
not actually get jobs because they couldn't pass the drug
test.

We really need to begin to look at this and |

think this is kind of the age group because at 18 to 25,
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peopl e see them as young adults, and so there's not a | ot of
prograns out there and there aren't really intervention
prograns for young people because they're too old. This is
that category that's really been left out. So we're going to
be | ooking at that because again this is going to be our youth
and we've got to make sure that they' re going to be able to
get into the workpl ace.

We're also going to be working with Conmunity
Anti-Drug Coalitions of Anerica to strengthen what they are
doi ng with the business community, working wi th Chanbers of
Comrerce and comrunity coalitions.

Let me just share with you, as | tal ked about

earlier, partnerships with the way that we will be going
forth. It is not possible for us to be successful w thout
that. The Coalition Institute is a $2 mlIlion award that was

given to the Community Anti-Drug Coalitions of America to
adm ni ster coalition-specific prevention policy devel opnent
and training, and as within the field of prevention,
coalitions represent two-thirds of what it is that happens in
prevention and this is truly where people are coni ng together
in conmmunities to actually do conprehensive strategies.

The Coalition Institute does work with ONDCP and
QJJDP and certainly CSAP and CSAT, the CAPTs, et cetera, and

with the Coalition Institute, the whole idea of this is to



© 00 N o o b~ w N P

N NN NN R R R R R R R R R R
A W N RBP O © 0O N O o M W N R O

217
actually devel op the science around understanding what is it
that helps the coalition be effective because the coalitions
have quite frankly been in the field of prevention, the nost
effective nmechani sm we have used in actually reducing
substance abuse in our communities.

We have a mnority AIDS initiative which has just
been an ongoing, in my opinion, just joy and wonderful. This
is one issue that, if in fact we're going to do this right, we
really can nake a trenmendous difference. |If we can prevent
the spread of HI'V in conbination with substance abuse, we w ||
truly make a big difference.

We have had many of the grants starting back
since 1999. Many of them are now going to be ending in 2004.
So we've had five years worth of funding. So we're going to
be able to actually learn sone things about that to actually
be able to work with H'V prevention really very well. W have
done a | ot of other things that | think are very inportant and
one of those is hel ping communities have planning grants.

The issue of HI'V has been around for a long tine,
but the issue of HV in conbination with substance abuse has
not. Those two things have not really been | ooked at
together. So what we are doing is hel ping communities through
pl anni ng grants actually put the infrastructure in place. As

we tal ked about earlier, it's inportant for comunities to
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know what their capacity is before they step out and decide to

agai n address any particul ar issue.

What the planning grants give communities an
opportunity to do is to actually step back, figure out what
capacities they have, where in fact their need really is, what
does it look like, what's the nature and scope of what it is
they're trying to address and then begin to really cone up
with a good plan of action that will actually help them get
true outcones.

As we tal ked about youth tobacco prevention, CSAP
does actually work with Synar conpliance. W' re responsible
for tobacco prevention and actual conpliance with the Synar
| aw, which does in fact make sure that tobacco prevention is
on the radar screen of states. There are conpliance rates. |
am pl eased to say that we have 49 of the 50 states that are
actually in conpliance with Synar and actually, with this,
what we are nmeasuring is retailer violation to nake sure that
retailers are not in fact selling tobacco to m nors.

In closing, let me just finish up with the rest
of our remaining partnership initiatives. Wth fetal alcohol
syndrome, we have actually established a Center for Excellence
and this center was established to identify, support, and

pronmote effective preventions with fetal alcohol syndrone.
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| am pleased to say that in the past, CSAP has
not actually been involved with Recovery Month and this year
CSAP actually becane involved with Recovery Month not just in
participating in the national kickoff with it but also in
hel ping to sponsor a wonen and recovery conference. It
actually started yesterday. It is continuing through today.

This conference was truly to address wonmen who
both are pregnant and are al so parenting fetal alcohol
syndrome children, and it was just really interesting to be
able to take a | ook at the wonen's faces yesterday in speaking
with them because after | finished speaking, one of the wonen
came up to me and she said, "You know, you' ve not only hel ped
to validate the things that |I've always believed, but you
hel ped ne realize that we really do affect the next
generations. This disease is 100 percent preventable. Fetal
al cohol syndrome and spectrum di sorders is 100 percent
preventable and this is something that prevention really needs
to be at the table with, and I"mso glad that you' re invol ved
in that for recovery."

As she spoke to ne, | really thought about the
ki nds of things that we were doing. The wonderful thing about
having a Center for Excellence is if you |l ook across the
country, there are truly target comunities. Many of them are

Nati ve American comrunities but then across the country, we
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have actual areas where the fetal alcohol syndrome rates are
very, very high, but oftentines even if we put out a grant
announcenment, many of those communities would not necessarily
be the ones who actually got grants.

So we're going to begin to look at the Center for
Excel | ence as actually being able to help target dollars and
TA and support to where they are needed, and this goes back to
really being able to help build capacity because oftentines
sone of the communities who really need the services the nost
are also not going to be the ones who may or nmay not write the
best grants, and oftentimes we will mss the mark because
t hose very communities will not be the ones who can get them

By working with the Center for Excellence, we can
begin to really target our efforts and really get services to
where they are needed and to the people who need them So I'm
very, very excited about this. N AAA will be working with us
on this because NI AAA, in nmeeting with us, they actually have
researchers they've given grants to to actually research feta
al cohol spectrum di sorders and these researchers can't find
comrunities in which to work. So |I've said, oh, no, cone
visit me. Let us rethink this and so truly let us help you,
and actually, in visiting with NIAAA, we will be partnering
with them because as we have communities that are out there

going to be doing this work, they will actually be providing
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the researchers who can actually help study it, so we can
really get best practices and really match research to
practice.

Lastly and this will be the last thing that |
tal k about and that is going to be our Faith Summt. The
communities of faith truly have a home with prevention. Many
of the faith providers who are out there wanting to be
i nvol ved in substance abuse fit very nicely with us because
quite frankly many of them actually focus in as faith as a
protective factor and faith is a protective factor.

This year, in working throughout SAVMHSA, we are
wor king with both the Community Anti-Drug Coalitions of
America and the Department of Justice to actually conbi ne our
initiatives in the faith initiatives to bring many of the
faith groups in to Washington to actually participate in a
faith summt, but interestingly enough, the Faith Summt will
be connected to the CADCA conference, the Conmunity Anti-Drug
Coalitions of Anmerica conference, and the reasons for that is
that you will have the faith community being exposed to the
| ar gest convocation of prevention providers and people who are
i nvol ved in prevention, but also to be exposed to over 120-
sonet hi ng wor kshops that we couldn't possibly achieve on our
own if we were just funding this by ourselves.

So by combining all of our dollars wthin SAVHSA
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and then conbining with the private sector, what we're able to
do is move from being able to host 70 people comng for a
faith summt to actually expand that to over 300 people who we
will be able to scholarship to actually cone to this
conference and be a part of this conference. So we are really
excited about the comunities of faith joining with us in
January to actually then to really connect with the prevention
field and connect up with the many people who are in their
nei ghbor hoods, their networks, their states and their
communities, that they can partner with who actually go after
SAVHSA dollars or go after Labor dollars or HHS doll ars or
anything else that's out there, but they can connect with
t hese people so that we can begin to really support that
prevention infrastructure and that conti nuum

And lastly, | think in just closing, | just
sinply really wanted to be able to say that as CSAP noves
forward, we truly are a part of one SAVHSA. Everything that
we | ook at doing, it is about partnerships with our other
sister and brother centers, but also, too, to figure out as we
| ook at how we help to change business. M. Curie talked
about being able to change busi ness around the whol e issue of
subst ance abuse and that's what we will be about.
As | said earlier, no one ever addresses this

i ssue by itself and no one ever cones to us with just a drug
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problem They conme to us with having the di sease of addiction
coupled with famly issues coupled with children issues
coupled with honel ess issues, jobs and all those other kinds
of things that will prevent them from having that quality life
in the community that everyone deserves, and so |I'mreal proud
to be a part of this team | think SAVHSA s going to rock.
think we will do a phenonenal job and it will make a
phenonenal difference.

Every day that | wake up, |I'm excited about
com ng to work because | know that everything we do,
everything that we do is going to nake a difference to
sonebody who is in the community. It's going to help a center
be able to take soneone else in. |It's going to help soneone
i nprove their services. W're going to get sonething to one
nore person or five nore people or we're going to help change
t he way business is done so we no |onger have to see waiting
i nes, and sooner or later, Dr. Pepper, hopefully we'll change
managed care.

(Laughter.)

MS. DAVIS: We will be able to return to the days
when you can go into your doctor and you can talk to him about
all of the things that are wwong with you that you need help
with and that when people wal k out of that office, that that

doctor is connected to prevention and treatnment and
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i ntervention services and we help people truly really achieve
a whol eness and actual |y achi eve recovery and heal th.

Thank you.

(Appl ause.)

MS. KADE: | think we have time to take a couple
of questions and then a break and then be ready for the next
present ation.

MS. DAVIS: Yes, Dr. Pepper? | just |ove your
name.

DR. PEPPER: | |ove your presentation. | only
have one problemw th it.

MS. DAVIS: Okay, sir.

DR. PEPPER: It is so broad and wonderful that |
wonder why it's constrained by the inadequate title of your
center.

M5. DAVIS: The Center for Substance Abuse
Preventi on.

DR. PEPPER: The Center for Substance Abuse
Preventi on, because the Center for Substance Abuse Prevention
is so narrow and what you' ve described is so broad and is so
consi stent with SAMHSA, one SAMHSA, that | want Charlie to
tell me the answer to ny questi on.

MR. CURIE: | don't even want to touch changi ng

t he name of any center.
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(Laughter.)

MR. CURIE: Bottomline, | think one of the
beauties of the matrix is that it promotes and | think you see
a broadening of CSAP' s activity and m ssi on because of our
matri X managenment. You see a broadeni ng of CVHS because of
the same thing as well as CSAT. | think there's an argunent
to be made and we all advocate against the silos because we
feel they cut down on opportunity for connectedness,
flexibility. They get in the way of people engagi ng services,
and in the matrix and maki ng those walls perneable are
critical.

On the other hand, the reality is when it cones
to an identity of the field to federal progranms and dollars
and resources, CSAP represents a very inportant aspect of what
occurs out in our conmmunities with the coalitions we talk
about and there's a very strong identity and history there and
there is with all of them So I think you can call a rose by
any nanme, but | do think it's inportant for there to be that
bal ance of being able to keep count of resources going into
particul ar areas but make sure that how we operate that we're
rel evant to neeting the needs of people.

So if we were proposing to change the nanes of
any centers, it would be the next three to five years of our

efforts trying to just quell the angst about it and we



© 00 N o o b~ w N P

N NN NN R R R R R R R R R R
A W N RBP O © 0O N O o M W N R O

226
woul dn't get anything done. So it's a pragmatic answer, Bert.

MS. DAVIS: Yes, Dr. Gallant?

DR. GALLANT: No, no.

MS. DAVIS: Yes, Barbara?

MS. HUFF: | had a call the other day from Jane
Adanms, who runs our state famly organi zation in Kansas and
was on the President's Comm ssion, and she asked ne to ask you
this and so I"'minterested in it as well, and | thought maybe
ot her people m ght be, too. So | thought rather than ask you
in the restroom |'d ask you this in front of everybody.

I n your National Registry of Effective Prograns,
do you have consuners and fam |y nenbers that hel p judge
whet her or not a program can be on that national registry with
those 18 criteria? Do you ever have famlies and consuners on
the revi ew panel s or whatever you call that?

MS. DAVIS: | am so glad you asked that question
and actually, Barbara, right now, the panels right now nostly
consi st of researchers.

MS. HUFF: Researchers?

MS. DAVIS: Yes, and nmany of them have worked for
NI DA. They're very into university researchers and they've
not been practitioners. Mst of them have never been
practitioners.

However, | will tell you that the NREP, as we go
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into its next life cycle, will not only have consuners but
fam |y nmenbers because when you | ook at coalition and
envi ronnental prevention strategies, as we take prograns to
scal e, you have to have people who actually have some program
experi ence because the issues that conme up in ternms of
fidelity, adaptation, et cetera, if you have never had to
i npl ement a program there's no way you can understand what a
provi der has to go through to take a programfrom here to
t here.

That's the enconpassing thing, as well as when we
| ook in the environmental changes -- | nean, we can begin to
tal k about hel ping a classroom of 25 young peopl e of snoking,
wor ki ng on strategies, et cetera, protective factors,
prograns, et cetera, but in fact, when a community begins to
take all the vending machi nes out of a public place and pass a
| aw that prohibits it from happening, you're able to take that
to scale and those are sone of the strategies that have been
very effective around the country that have not necessarily
been inplenmented. So we will have people who cone from a
br oader array because when you | ook at the field of substance
abuse, the experience level and the expertise is nmuch broader
than that just within the |aboratory or in the research room

So the answer is not yet but will be.

MS. HUFF: Call ne. 1'll get you some nanes.
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MR. CURIE: Lewis |looks like he's got a question.

DR. GALLANT: No, it's a coment. | nust say
it'"s nice to see that Charlie's decision of identifying a few
good things and trying to capitalize on those are perneating
the centers. | think for so long, they tried to do a | ot of
things, sone they did well and sonme they did not do so well,
but to put your energy behind a few good things, a few big
rocks, as they say, and leave the little rocks alone, they'l|
take care of thenselves at some point, | think is an excell ent
approach and |I |l ook forward to working with you, Beverly, and
the other center directors to nove your program al ong.

MS. KADE: Any other questions?

(No response.)

MS. KADE: Then | think it's tinme to take, |

woul d say, a 15-minute break. So if you could return at 4:05,

and then we will be presented with the Househol d Study
results.

Thank you.

(Recess.)

MS. KADE: Joe, why don't we start, and then
we' Il gain momentum

MR. CURIE: | mght want to nention, Joe Gfroerer
is the father of the Household Survey, and you m ght want to

fill people in on how long you've been with this process.
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It's been many years. He knows it inside out and | think the
wor| d of Joe and what he has done in the past and this year's
been no exception in ternms of the quality of his work

Joe?

MR. GFROERER: Thanks, Charli e.

| started working on this project in the early
"80s, so it's alittle over 20 years that | started anal yzi ng
t he data and becanme project officer in 1988. So |I've been
runni ng the project for about 15 years now, but it hasn't been
t he same project over that whole tinme period. So it certainly
has not been boring. |In fact, it's a new project as of 2002.

First of all, I do want to nention that | saw
Jane Maxwell this nmorning and she told nme to give her best
wi shes to the Council and that she's sorry that she couldn't
be here. She had to attend another neeting | was with her at.

|"mgoing to present the results fromthe 2002
Nati onal Survey on Drug Use and Health. Most of what's in
this presentation is in the report that is out on the desk. |

guess you probably all have a copy of the big report and

that's filled with about 50 charts and figures and many of
t hose you'll see in the slide show, but there's sonme other
things in here as well that are not in the report. They were

sone ot her anal yses that we've done with the tables. There's

hundreds and hundreds of tables that we've run fromthe survey
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that are avail able on the website that you can | ook at that
are not in the publication.

Alittle description of the design of the survey.
It's representative nationally and also within each state and
the District of Colunbia, the m ninmm sanple size in every
state, covers the civilian non-institutional population aged
12 and older. It's an anonynous face-to-face interview using
conputer-assisted interviewing. All the interviewers have
| aptop conmputers that they take to the addresses and interview
the selected respondents and nost of the questions and all the
sensitive data on substance use and nmental health are
adm ni stered by the respondent thenselves by keying in the
responses on the conputer. The questions cone up on the
screen and al so in headphones that they can listen to the
questions on. W had 68,000 respondents in 2002, about the
sane sanple size that we've had since 1999 when we started
with the state survey.

Sone of the inprovenents we made in the survey in
2002 turned out to change the |levels of reporting that we get
in the survey. The two nost inmportant changes are, first of
all, the name of the survey was changed to the National Survey
on Drug Use and Health. It used to be the National Household
Survey on Drug Abuse. We took household out of the name and

we put health in and we took abuse out. W felt that would be
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nore favorable to respondents and al so nore clearly represents
what the survey actually covers.

But the other thing we did was we started paying
respondents an incentive paynment for participating in the
survey, mainly to increase response rates, to get nore
participation, and it certainly did that but it also
apparently changed the reporting I evels, and so what we have
here is the 2002 data which are not conparable in terns of
trends to prior surveys. W have a new baseline here. So
nost of what |'I|l present here is 2002 data conpared with
conpari sons across popul ati on groups.

Let me start with tobacco use and here are
estimates that 30 percent of the population 12 and ol der are
usi ng some tobacco product currently and that's with any use
within the past 30 days. Most of that is cigarette use at 26
percent which represents 61 mllion current snokers.

This | ooks at cigarette use by age and gender,
where we see that the 18-to-25-year-old age group has the
hi ghest rates of current cigarette use, about 40 percent, and
anong adults, males have higher rates of snoking, but in the
12-to-17-year-old age group, where the rate is about 13
percent overall, girls have a higher rate of snoking, 13.6
conpared to 12. 3.

Now, when we | ook at past nonth snokers by how
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many days they snoked, the frequency of snoking in the past
nonth, you see a different pattern by age group, that the
younger snokers are nore likely to be snoking infrequently.
Only a third of the youth snokers are daily snmokers but anong
the 26 and older, it's two-thirds of the snokers.

Now, al cohol use. W have three basic measures
for al cohol use and this is all within the past 30 days. Any
use woul d be just at | east one drink within the past 30 days,
and that's about half the population or 120 mllion people.

Bi nge use woul d be at | east one occasion in the past 30 days
with five drinks on that one occasion and the preval ence is 23
percent, 54 mllion people. Heavy use would be five different
days in the past 30 days with a binge, so five days with five
or nmore drinks on each of those days and that's 7 percent of

t he population or 16 mllion.

By | ooking at the age distribution, this chart
breaks out the past nmonth al cohol users by the |Ievel of use,
any use, binge use and heavy use. You see the heavy use is
the red bar at the bottom which peaks in the 21-to-25 age
group and you can see there are declines after that age group.
The rates generally go down with age. Over on the left is the
underage drinkers, the four bars on the left, 12 up to 20, and
| ooking at that a little nmore closely, you can see here by

single year of age how the rates progress fromage 12 up to
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20. Overall in this age group, 12-to-20, 29 percent of these
persons are drinking alcohol in the past nmonth, 19 percent
with binge use and 6 percent with heavy use.

Looki ng at underaged drinking here, this is any
drinking in the past nonth by race/ethnicity, and we see
bl acks and Asians with | ower rates than other groups. Now
| ooki ng at ol der adults, 21 and ol der, |egal drinking age, and
here we're | ooking at heavy use, again we see blacks and
Asians with |lower rates and we see, |ike we do with nmany of
t he neasures that we have in the survey, the Anmerican
I ndi an/ Al aska Native population tends to stand out in a |lot of
t hese nmeasures. They have the highest rate of heavy al cohol

use at about 10 percent.

Now sonme of the data on illicit drug use. Here
is the pattern of use in the current illicit drug users. The
estimate is 19.5 mllion current illicit drug users which is

8.3 percent of the popul ation and nost of that is nmarijuana
use. More than half of those users are only using marijuana,
55 percent, and then another 20 percent are using narijuana
pl us sonme ot her drug and these other drugs include a whole
variety of types of drugs which you can see here, marijuana,
psychot herapeutics, cocai ne, hallucinogens, inhalants, and

al so heroin, and | should nmention that the psychot herapeutics

there, what that is is that's prescription-type drugs used
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non-medi cally and that includes tranquilizers, sedatives,
stinulants, and pain relievers.

Pain relievers is the |argest category there. O
that 2.6 percent, 1.9 percent of it is just the pain
relievers. That's ages 12 and ol der and here's the age
distribution for any illicit drug use, again showi ng the peak
in the young adult. Here's 18-to0-20 age group at 22 percent
with the rates going down with increasing age after that, and
here is the racial/ethnic distribution, Asians again show ng
up with the | owest rate.

This is for ages 12 and ol der. The highest rates
are anmong the Anerican | ndian/ Al aska Native and the group that
report two or nore races, and one thing I'll say about that
group that reports two or nore races, nore than half of them
were reporting Anmerican Indian/ Al aska Native as one of the two
races. About half was Anmerican Indian and white and they al so
tend to be younger than the other groups in conparison here.
So that kind of explains why they show up with high rates
al ong with the American | ndian popul ati on.

Now county type. Here we're |ooking at
classification of counties by whether they' re in metropolitan
areas, large or small, and then outside of the metropolitan
areas basically the popul ati on density of those counties and

so over on the right you see the truly rural areas, rural



© 00 N o o b~ w N P

N NN NN R R R R R R R R R R
A W N RBP O © 0O N O o M W N R O

235
counties, and that's where the rate of illicit drug use is
| onest at 5.4 percent.

Looki ng at a coupl e of special populations. Here
we're | ooking at wonmen aged 15-to-44. The blue bar is
pregnant wonen, the yell ow bar is not pregnant wonen,
currently pregnant, and you can see preghant wonmen are nuch
|l ess likely to be using substances but still 3.3 percent are
using an illicit drug, 3.1 percent with binge alcohol and 17
percent snoking cigarettes anong pregnant wonen, and |'d al so
add that this is an overall rate anong all pregnant wonen. |f
you | ook at just pregnant wonen in the first trinester, the
rates are much higher than this. So in ternms of the
proportion of pregnancies affected, these rates are nmuch | ower
than the rate of pregnancies affected.

Now | ooki ng at enploynent status, we can see that
this is anong adults. The rate of illicit drug use is highest
anong t he unenpl oyed popul ation at 17 percent. Full-tinme
enpl oyed is 8.2 percent, but when you look at this in terns of
t he number of people, because npbst people are enpl oyed, nost

illicit drug users are enployed. About three-quarters of al

the illicit drug users are enployed either full-time or part-
time and that's 9.5 mllion full-time employed illicit drug
users.

Now | ooki ng at youth, we can see that boys have a



© 00 N o o b~ w N P

N NN NN R R R R R R R R R R
A W N RBP O © 0O N O o M W N R O

236
slightly higher rate of illicit drug use than girls, 12.3
versus 10.9, and that's mainly because of marijuana which is
the primary drug of use in this age group as well as the
ot hers, but you can see the psychot herapeutics actually are
hi gher anong femal es and again that would be mainly the pain
relievers. Race/ethnicity anong youth again shows the
Ameri can | ndi an/ Al aska Native even nore pronounced at 20
percent and Asians again with the | owest rate.

Here we have cigarette use. Looking at illicit
drug use by cigarette use. So the bar on the left is youths
who snoke cigarettes. 48 percent of themare using illicit
drugs. The youths who don't snoke cigarettes, only 6 percent
using illicit drugs. Simlarly for alcohol, the heavier the
al cohol use, the nore likely the youths are to be using
illicit drugs. Heavy al cohol use in that popul ation, two-
thirds of those kids are also using illicit drugs.

We have sone questions on the survey that ask
mari j uana users how and where they got their marijuana, the
| ast marijuana that they used, and about a third or 32 percent
say that the last marijuana that they used they had purchased
and about 61 percent say they got it free or they shared, a
friend had given it to them The pie is broken into the
sources of that marijuana. Most of the tinme it's froma

friend but you can see that anong those who bought, there's 19
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percent who bought it from sonme other person which is
generally sonebody they didn't know or had just net, whereas
t he people who got it free have got 10 percent getting it from
a relative, probably a sibling, and al so where was the
mari j uana obtai ned? Those peopl e who bought marijuana, 13.5
percent got it at school, either inside the building or on the
school grounds. In both cases, the place that's nost |ikely
to be where the marijuana was purchased is at a home or
apartnment or dormtory and that's about half of the marijuana
obt ai ned free.

Now | ooking at sone of the neasures that are
related to youth substance use, risk and protective factors,
we call them here we're | ooking at perceived risk which is
one of the first things we always | ook at, attitudes. Youth
who perceive that there is a great risk in using marijuana are
much less likely to be using marijuana, 1.9 percent versus
11. 3 of the others.

Sone data that I'Il just throwin here related to
that. This is froma report that's com ng out in a few weeks
on the state |level estinates. Here you can see the states in
red are the ones that have a | ow perceived risk anong youth
and the next slide shows the nmarijuana use by state. You can
see it's the same states that have the | ow perceived risk are

the states with the high rates of use, and then the third
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measure that we would have related to that would be initiation
or first-time use, new users. |It's also very simlar, not
exactly the sanme but simlar pattern. A lot of the sane
states show up with high rates of new use. These are the
states that have | ow overall perceived risk.

This is parental disapproval and this is by
asking the youth if they think their parent would strongly
di sapprove of their use of marijuana and the kids who think
that their parents would di sapprove are nmuch less likely to be
using marijuana, only 5.9 percent versus the others who think
their parents would not be as disapproving, 34 percent of them
were using marijuana.

Here we have religious beliefs. W have a series
of questions asking people how inportant religion is to them
and whet her religion influences their decisions and you can
see the youths who say religion is inportant are less likely
to be using illicit drugs, and then this shows the
relati onship between illicit drug use and ot her devi ant
behavi ors, delinquent behaviors, fighting at school or work,
weari ng a handgun, selling drugs, and stealing. All of these
things are strongly related to illicit drug use.

| do have sonme trend data and just explain how
this is created fromthe 2002 survey. W have a new baseli ne,

so we can't conpare the 2002 results to the 2001 and prior,
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but fromthe 2002 survey, we can use data that was reported on
age at first use and construct these curves fromjust the 2002
sanple. | should caution you that there is likely to be sonme
underreporting here because we're asking people to renmenber 20
and 30 years ago, their age at first use. So in terns of the
actual height of these lines, they may be a little | ow, but
the point here is to | ook at the curve and when the changes
occurred, when the peaks and valleys were, and you can see
that, consistent with all the findings we've had in the past,
for marijuana use we have the increases in the '70s, peaking
around 1980, declines after that and then increases again in
the '90s, and you see at the end of the 12-to-17 curve a
decline. That is statistically significant a drop in lifetime
marijuana use in that age group.

Cocai ne | ooks like this with again the same shape
curve but in a different place. You can see the peak is
around the m d-1980s for cocaine use but also increases in the
| ate '90s. Heroin shows an increase in the early '70s,
peaki ng around 1977, then declines but again in the 1990s sone
nore increases, including anong 12-to-17-o0lds, and this is
Ecstasy whi ch has shown dramatic increases in the past four or
five years in all the surveys, and this is non-nedical pain
reliever use which also is showing increases in recent years.

Met hanphet am ne doesn't show the dramatic increases in the
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recent years, but it really did show a big increase back in
the early 1970s.

Now for cigarette use, what |'ve done here is
just looking at 12-to-17-year-olds and breaking it out for
mal es and femal es. You can see that up until about 1980,
mal es had hi gher rates than femal es, but around 1980, they
came together and the recent years, they're al nost exactly the
sane, the last two years, but both nales and femal es did show
a decline in lifetinme cigarette use between 2001 and 2002.

Now anot her way we can | ook at trends is
initiation which comes fromthat same information that we get
in the survey on age at first use, but here, instead of
accurul ating and estimati ng how many peopl e have ever used the
drug, we | ook at how many people used the drug for the first
time in each of these years. So it gives you a little bit of
a different picture. Actually the trends are very simlar,
but it does indicate in some of these cases that we may be
seei ng sone declines in incidence at the end of the curve here
in the recent years.

That's marijuana and here is Ecstasy again
showi ng the increases. LSD did show a significant drop in
i ncidence in the recent years and here are the
psychot herapeutics, the pain relievers, tranquilizers,

stinulants and sedatives. One thing to pay attention to here
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is just the sheer nunmber of people. 1In this case,
psychot herapeutics, that's 2.5 mllion people each year using
pain relievers non-nedically for the first tine. Simlarly
for marijuana, the estimtes are around 3 mllion per year.

So even though the data are showi ng possi bly some turnarounds

and declines in recent years, the nunbers are still high when
you have 2 or 3 mllion new users each year. That's trying
for the first time. Some of themw ||l continue but some of

t hem won' t.

Now here are the data on dependence, abuse, and
treatment. This data conmes from questions that we have on the
survey that gets at DSM |V dependence and abuse, diagnosis of
substance use disorders, and overall, we have 22 mllion
people with either al cohol or drug dependence or abuse in
2002, 9.4 percent of the population. The 18-to-25 group again
has the highest rate at 22 percent and you al so see here that
overall, alcohol is the dom nant drug, but in the 12-to-17 age
group, it's really about half and half. The illicit drugs are
much nore dom nant in the 12-to-17 age group whereas in the 26
and older, it's alnost entirely al cohol.

This is what the rates of dependence and abuse
| ook I'i ke by drug. Marijuana. Alcohol is not shown here but
al cohol would be by far the highest preval ence, but here you

have the illicit drugs. Marijuana, 4 mllion people with
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abuse or dependence. The second two drugs are pain relievers
and cocaine at about 1.5 mllion, and then after that you have
tranquilizers, stinmulants, sedatives, hallucinogens, heroin,

i nhal ants, and sedati ves.

Here we have treatnment need and this is |ooking
at illicit drug treatnment need, people who have dependence or
abuse in the past year or got treatnent in the past year, 7.7
mllion with treatment need, and of those about 18 percent got
treatment. The remmining people who didn't get treatnent,
only 4.7 of the total, 4.7 percent reported that they felt
t hey needed treatnment. We have questi ons where we asked
people if they didn't get treatnment, we asked themif they
felt they needed it and nobst people say no, they didn't feel
they need it. Now if they felt they needed treatnent, if they
report that they did need treatnment, we also asked if they
made an effort to get treatnent and there, only 24 percent of
that small slice of 4.7 percent said they nade an effort.
That's about 88, 000 people who felt they needed treatnent,
made an effort and couldn't get it.

Now we al so asked those people who didn't get
treatment but felt they needed treatnment why didn't they get
treatment. A little over a third said they were not ready to
stop using drugs. Another third or so said they couldn't

afford treatnent. Stignma issues and that's a variety of
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categories that they reported that we've coll apsed together
here and call ed stigma, about 26 percent, and anot her 20
percent just said they didn't know where to get treatnent, and
then the people who did get treatnment, we asked them how t hey
paid for the treatnment and we have about a third with out-of-
pocket, 30 percent used private health insurance, and all the
ot her sources there. | should nmention that these are not the
primary source of payment. There's nmultiple reporting here.
They can report two or three of these different sources of
paynment. So there is double counting.

Then finally, just to show you the treatnment need
data, we al so have that for alcohol. The nunber's nuch bigger
here. We're tal king about 18.6 mllion needing treatnment for
al cohol and here only 8 percent got treatnment and simlarly
t he ones who didn't get treatnment, alnost all of them say they
didn't feel they needed treatnent.

Okay. Last section here is the data on nental

heal th probl enms and what we estimate with the survey is

serious nental illness and the way this is defined is having
any DSM di sorder and al so having inpairnent. So it's a nore
restricted group than what you'll hear many tines in the news

of how many peopl e have different kinds of nmental disorders.
Here, you have to have the inmpairnment along with it and our

estimate is 8.3 percent of adults, that's 17.5 mllion adults,
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and here is what the distribution | ooks |ike by age and
gender, femal es having a higher rate at every age group and
the rates generally decline with age. So the 18-to-25-year-
ol ds again showi ng the highest rate of serious nental illness.

People with serious nmental illness are nore
likely to be using substances, twice as likely to use an
illicit drug, nore likely to be snoking cigarettes, only
slightly nore likely to be using al cohol, binge al cohol use,
and looking at it in terns of substance use disorders, not
just use but dependence or abuse on al cohol or drugs, you see
the circle on the left is basically the 22 mlIlion people with
a substance use disorder and you can see the intersection
there of 4 mllion who have a substance disorder as well as
serious nental illness and this is anong adults only.

Again with a different set of questions, we do
ask people whether they felt they needed treatnent and whet her
they got treatnment. Anong the serious nental illness
popul ation, alnost half, 48 percent, did get some kind of
treatnment. Now that could include treatnment at some nenta
health center or froma private physician or froma
prescription drug treatnent. So 12 percent were not treated
and they al so perceived that they had an unmet need. That's
the red section there and | ooking at those people, we asked

them why didn't they get treatnment and here we have cost and
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i nsurance issues dom nating again with 50 percent and 28
percent reporting stignma as one of the reasons they didn't get
treatment, another 25 percent didn't know where to go to get
treatment, 10 percent said they didn't feel a need or that
t hey could handl e the problem wi thout getting treatnment, 9
percent reported a fear of being commtted or a fear of taking
medi cine, and that's it.

"1l take any questions that you have.

MS. SULLIVAN: OQut of the park. Congratul ations.

MR. GFROERER: Thank you.

MS. SULLI VAN: Have to be thrilled. G eat
graphs, great everything, great research, great synopsis,
great read. Just thrilled. Wonderful.

On the last one, as you said, nultiple reporting.
| would just like to know specifically when it cane down to
how many checkoffs, | would like to see really kind of the
breakdown on reasons for not receiving treatnent anong adults
with serious nental illness who did not receive treatnent but
percei ved unnet need.

Do you have any ki nd of breakdown of that
specifically? You allowed themto check off as many as they
want ed.

MR. GFROERER: Yes. The question actually has, |

don't know, seven or eight different categories and then
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there's also a wite-in and all those get coded and so there
are many, many different reasons that people reported. The
slide | showed is a collapsing into those major groups, but we
do have the data broken out. | don't have it off the top of
nmy head, but the detailed tables are avail able on the website
t hat show each of the categories and how many reported each
category, and it's actually broken out by whether they got
treatment or not because what | showed was just the people who
didn't get treatnment but many of the people who did get
treatment also report an unnet need at sonme time in the past
year. Now that may be that they got delayed treatnment or
maybe the treatment they got was not sufficient, but
neverthel ess they're reporting an unnmet need and we al so have
the data for those people.

MS. SULLI VAN: Thank you. It was just terrific.
Thank you.

MR. GFROERER: Thank you.

DR. LEHMANN: For the serious mental illness
group, how did you neasure disability?

MR. GFROERER: Well, we started with the
definition. This was the definition that was put out by
SAVHSA | guess about 10 years ago along with the bl ock grant
formula, but we started with that definition and we actually

did a field study with a whole series of questions and we
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asked the questions and did the full survey basically, but
then did a clinical interview with the psychiatrist after the
survey and matched that up and canme up with a set of questions
that were the best predictors of serious nmental illness.

Turns out there's only six questions that are
needed to make that designation. |It's called the K6. | don't
know if you're famliar with these scales, but just six
questions and we score it on a scale fromO to 24 and count
themif they reach, | think it is, 13 is the cut-off or
sonet hing |ike that,

DR. LEHVANN: COkay, because when you said DSM 1V,

I was wondering if you used the G obal Assessnent of Function
Scal e or something else. In fact, you used sonething el se.

MR. GFROERER: The DSM IV with inpairment is the
definition, but we did have sone of the GAF questions in the
survey. It was part of that whole assessnent. They didn't
end up being the predictors that were in the estimation,

t hough.

DR. PEPPER: |'ve seen several recent studies
i ndi cating that caffeine use predicts higher cigarette use and
t herefore everything else that you pointed out with tobacco
here. In the future, will you be including caffeine use in
t he Househol d Survey?

My second question is both a conplinment and a
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chal l enge. You're doing nore about alcohol than in the past
but you're not doi ng enough.

MR. GFROERER: There are no questions on caffeine
in this year's or next year's survey, but it's certainly
sonmething to consider to | ook at, yes.

DR. PEPPER: | just want everybody to be aware
that there are pretty good studies indicating that caffeine
does initiate the chain of events that you so beautifully
illustrated with your graphs. So | think it's worth
considering, particularly since the drink of the day is
caf feinated soft drinks. W're not just tal king about coffee
and tea anynore but the standard drink at school, for exanple,
is caffeinated drinks.

COL. MESSELHEI SER: | had just one question
regardi ng perceived risk. Did that consist of a urinalysis
testing, parents concern, |aw enforcenent or what with regards
to marijuana?

MR. GFROERER: The perceived risk is just a
single question. W just asked do you perceive a great risk
or slight risk in using marijuana. That could be interpreted
di fferent ways by different respondents. Sonme may think
there's a risk because | night get caught, others m ght think
there's a risk because it mght hurt their health, but we

don't get into that. It's just a sinple question and it's up
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to the respondent to interpret it.

DR. MESSELHEI SER: Thanks.

MR. CURIE: One of the things |I m ght nention
that | find significant the last two years, we've had the
ment al heal th conponent, and one of the chall enges we've had
is quantifying, for exanple, the co-occurring issue. | know,
Lewi s, we've had many di scussions about this, as well as Bert.
It's significant that | think for the first time, we're now

begi nning to quantify an objective basis the fact that in this

survey for this year, 4 mllion had a serious nental illness
and co-occurring disorders. It can help us begin filling in
t hat quadrant that we've had difficulty filling in in the past

and so |I'm pl eased the Household Survey I think is bringing
t hat outcone about and it's going to be invaluable, | think,
in future planning.

MS. SULLI VAN: (I naudi bl e.)

MR. CURIE: The Househol d Survey.

DR. PEPPER: Peopl e should be aware that although

t he Household Survey identifies 4 mlIlion co-occurring with
serious nental illness, that the nunber of co-occurring is
nore like 10+ mlIlion. Therefore, in the other three
quadrants, we've got to distribute the other 6 or 7 mllion

and | don't know that we have any data on that yet and |'m

sure that Charlie's trying to figure out how to get it.
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MS. DI ETER: Can you tell ne what these quadrants
are that you're referring to?

MR. CURIE: Well, the Johari one. Jimand Lew s
could do this.

MR. STONE: | nmagi ne a w ndow.

MS. DI ETER:  Yes.

MR. STONE: |magine a window with four panes. |
better wite it out or else I'll get it m xed up.

MS. DIETER: Not ny w ndows.

MR. STONE: The cross bar at the top is nental
i1l ness. The horizontal line is nental illness and the
vertical line is substance abuse.

MS. DI ETER: Ckay.

MR. STONE: So the upper left, a person would be
at high risk for nental illness and substance abuse, high
right high risk for alcohol and Iow risk for nmental illness,
| ower | eft the opposite of the upper right, and | ower right
woul d be low low. High high, high low, |ow high, |ow | ow

MS. DI ETER: Ckay.

MR. CURIE: And the gquadrant we were talking

about just now would be the serious nental illness along with
seri ous substance abuse which would be the highest. That's
that 4 mllion figure we're |ooking at.

MS. DIETER: Right, but is there a way to -- how
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often do you do this survey? Every year?

MR. CURIE: Annually.

MS. DI ETER: Annually. To present that question
of a less serious -- and | don't know how you quantify that.
Enmotional illness, enotional disturbance, whatever you' d cal
it, because it appears nore and nore that these are com ng
hand-in-hand and if they're identified at an early stage
before they get to perhaps be a nore serious nental illness,
maybe they don't becone one. Maybe they stay the sanme, and it
woul d be interesting to see, particularly for the under 18 or
under 25 age group, if there was sonme way to el aborate on that
co-occurrence in a |l esser -- you could hel p.

MR. STONE: The fascinating part about watching
the trend lines is that in the early teens, the al cohol and
subst ance abuse goes right off the chart with the sane group
probably because young people are starting to nmedicate their
mental illness without realizing what's up.

MS. DIETER: That's my experience. |'m wondering
if there's any way to try to look at that in this.

MR. CURIE: | know Drake has a |lot of data on
t hat and has done sone breakthrough. Again, Joe can explain
this process better than nyself. Any tinme we begin to | ook at
what questions to put in the Household Survey to capture a

particul ar | evel of functioning or particular type of
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situation, it would have to go through a process of testing
and revi ew.

MS. DI ETER:  Yes.

MR. CURIE: You might be able to share, Joe, what
type of tine table that woul d be.

MR. GFROERER: Well, the tine table in general to
test and review questions isn't so much the issue with the
mental health data as it is comng up with the right questions
ever at all.

MS. DI ETER: Right.

MR. GFROERER: | nean, it's just so difficult.

We' ve been working on this for years and years and finally
came up with this serious nmental illness neasure, but really
it takes too much time is the problem W need to do it with
a short scale, but we can't put 45 m nutes of questions on
this drug abuse survey.

MR. CURIE: | suppose we could consider such
things at |east this type of discussion would have to have.
Does the person know they have a nental health diagnosis of
any kind, any sort of mental health issue, but yet they aren't
functionally inpaired according to the SM could be anot her
category that's devel oped.

MS. DI ETER: Right.

MR. CURIE: So it'd be a matter of determ ning
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what categories you're devel opi ng.

MS. DI ETER: Right.

MR. CURIE: Lew s?

DR. GALLANT: One of the things I would recomend
that we at | east consider would be engagi ng the Nati onal
Acadeny to take this on as a study and kind of let themfigure
it out, and it would be taken out of the hands of the two
di sci plines and put into hopefully an unbi ased body who woul d
| ook at all available data, analyze that data, come up with
numbers that hopefully we could find believable and at that
poi nt nove fromthere because | think as you're seeing, it's
difficult to get the field to agree on what's what. | have a
number, Bert has a nunber, the survey has a number, and --

MR. CURIE: You don't |ike the survey nunber?

DR. GALLANT: The survey nunber is not bad.

MS. DI ETER: For instance, what is your question?
Are there two questions to identify this co-occurrence or are
t here several ? What are the actual questions? Wat is an
exampl e of the questions?

MR. GFROERER: Well, there's separate questions
for substance use and for nmental health. For the substance
use, there's probably about 15 questions that get at the 7
dependence criteria in the DSM and then there are 4 abuse

criteria. So we have to cover all those.
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MS. DI ETER. Okay.

MR. GFROERER: For every substance that they've
used, al cohol, marijuana, and so that's nuch nore conpl ex.

MS. DI ETER:  Yes.

MR. GFROERER: Then the nmental health questions
are separate and that, like |I said before, is really based on
just 6 questions fromthe scale called the K6 which we have
shown in a field test correlates very well with true serious
mental illness based on a clinical diagnosis.

MS. DI ETER: \What are those questions, for

exanmpl e?

MR. GFROERER: | don't know what they are
exactly.

MS. DI ETER: Oh, okay.

MR. GFROERER: They're in the appendi x of the
report.

MR. CURIE: Yes. | was going to say the
questions, | think, are in the appendi x of the report.

MR. GFROERER: Yes, they are.

MR. CURIE: And we could make sure copies are
avai | abl e.

MS. DIETER | have them

MR. CURIE: So you have thent?

3

Dl ETER: | received it. | didn't see the
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appendi x.

MR. CURIE: Okay. And one thought would be at
sone poi nt perhaps even putting the appendi x questions in the
report on our website.

MR. GFROERER: The whol e question is on the
websi te.

MR. CURI E: Okay.

MS. DIETER: Yes. | was just thinking about that
because that seens to be, especially in this prevention
effort, that type of linkage because it seens that it's
clearly there with young people. So sonehow if you could have
that data to show, it would be great.

MS. KADE: Are there any other questions?

(No response.)

MS. KADE: Thanks, Joe, for a great presentation.

MR. GFROERER: Thank you.

MS. KADE: At this point, before we start with
our closing remarks, | wanted to ask whether or not there were
any ot her people in the audience that would like to give
conmment to us at this point, public comment? Yes, sir?

MR. DANNENFELSER: My nanme is Marty Dannenfel ser.
I"'mwith the Admi nistration for Children and Fam lies, an
OPDI V of HHS, and there were questions that cane up about help

with grants and that sort of thing.
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One of the programs that's out there is a mjor
conponent of the President's faith-based and conmunity
initiative is the Conpassion Capital Fund which happens to be
housed at ACF but it is to serve the entire governnent really
and to serve the entire faith-based and community
organi zations, so to help themfind out about grants
t hroughout the governnent, but it is housed there, and so
there is technical assistance and things like that that is
provided to help people with grants. Conpassion Capital Fund.
You can find it by Google or Yahoo type search but also if you
wanted to go to www. acf. hhs. gov/ prograns/ccf for Conpassion
Capital Fund. 1'Il do it one nore tine.
www. acf. hhs. gov/ prograns/ ccf for Conpassion Capital Fund.

There are 21 intermediary organi zations that got
funded | ast year and perhaps another 10 or so that are going
to get funded this year. So there'll be in the nei ghborhood
of 30 of these organizations that are out there to help
smal | er groups, smaller organizations, and in certain cases,
t hey provide subgrants. For instance, the Institute for Youth
Devel opment provi ded a bunch of subgrants, | believe the range
was between $5 and $50, 000, the grants. So those are things
for direct type of assistance with hel ping the honel ess and
different types of social services and things |like that. So

that is another area to consider if people are | ooking for
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hel p i n doi ng that.

Now it is a new program W' re going to be
evaluating it and we want to see how effective these
I ntermedi ary organi zations are in hel ping people and really
getting this out to the grassroots, but that is something you
m ght want to consider accessing.

Thank you.

MS. KADE: Thank you. Any other public coments?

(No response.)

MR. CURIE: Well, I want to thank everyone for
bei ng here today and hanging with you today. | think we
covered a wi de range of current activities and you see what
SAVHSA is up to currently and appreci ate everyone's
participation. 1'd like to turn it over to Pablo to make nay
concl udi ng remarks and feel free to adjourn us.

DR. HERNANDEZ: Thank you, M. Curie. Again,

t hank you and all the staff for SAMHSA for this wonderful busy
| oaded day that my brain has just totally sponged out.

(Laughter.)

DR. HERNANDEZ: But | think Toi an deserves the
credit for that. No, no, no. |I'mjust playing. W worked on
this together and it was heavy. But anyhow, | just want to
make a couple of comrents. Tonmorrow, we're going to have the

Cancer Roundt abl es. | know that there was a | ot of stuff,
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questions that you had today. | hope that tonight you will be
able to rehearse your questions and conme with sonme resol utions
that you would like to bring to the table tomorrow. | nean,
to have an action plan, that would be one thing.

Ot her stuff is that you gave your input as to
your ambassadorship that you would |ike to consider and the
areas where you want it. There still is time for you to
volunteer to the list. So we need for you to add your nanes
to other areas or other ideas that you have in reference of
your ambassador shi p.

Last but not |east, be thinking by tonorrow so we
can save sonme time, |ook at your schedul es, see what is your
availability in the nonth of Decenmber, at |east we need to
have that, for the next nmeeting. Your availability in the
nont h of Decenmber for the next nmeeting. Definitely we know
that's a busy tine.

DR. PEPPER: |'m busy at Chri st nas.

DR. HERNANDEZ: Very good. So if you can think
of the first week and/or the second week of Decenber,
preferably the first week, so then we can think about dates,
so that way we can | ook at our agenda and be able to cone
tonorrow prepared to say can we or can we not.

MS. SULLI VAN: Coul d soneone |ike Toian check on

-- pregnhant pause here -- when the White House Christmas tree
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will be lit?

MS. VAUGHN: Mark is saying the second Thursday
i n Decenber.

MS. SULLI VAN:  Thank you, Mark.

DR. HERNANDEZ: So the second Thursday in
Decenber mat hematically will be the 11th and 12th? 1s that
the 11th? Yes. It is the 11th, | think.

MS. HUFF: The first Thursday is the 4th, and
then the second Thursday is the 11th.

DR. HERNANDEZ: Hey, you know, there's a

mat hematical thing here. But with nothing else that anyone of

the Council would like to bring to the table, the nmeeting is

adj ourned for today and we will convene tonmorrow at 9:00 a. m

(Wher eupon, at 5:07 p.m, the neeting was
recessed, to reconvene at 9:00 a.m on Wednesday, Septenber

10, 2003.)



